MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


ARE 
CERTIFICATE OF DEATH Weisel: 


! 2 g g Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


counry (2 Ala ROkK ho MARYLAND 


—" (Il outside corporate limits, write roe LENGTH OF STAY CITY “(if outside: “orporata limits, write RURAL and give neerest town) 
Bh amare wp town) y hoy a he D ‘ 
wosmabe ok Lb ‘STREET (W rural give tocetion) 


INSTITUTION OR ADDRESS 
STREET ADDRESS 


= 
leath, 
jer_this 


= ee 
3. NAME OF (First) (Middle) (Last) 4. DATE (Month) (Dey) (Year) 


PME TOHN Davin ALBAUGH _ Bam A PR i My 57 


5. SEX é& oe OR 7. SINGLE, MARRIED, 8, DATE, a0 BIRTH 9. AGE lest birthday IF UNDER 1 YEAR {IF UNDER 24 HRS. 


eee DIVORCED, 2 2/6] /¥ lg x / x ‘Months | Deys gc 


103, USUAL OCCUPATION (Give kind of work 10b. ig OF ‘BUSINESS a BIRTHPLACE (Stete or foreign country) | 12. cirizi oS 
4 


trar within 72 hours after death. Aft 


in by the funeral director, the third copy of 


regis! 


ficate be executed win A hours a 


ith the 


s 


done during mos} of working life, even If OR INDUSTRY COUNTRY? 


idy, “JHEIM EK -RETIR IE 


13. FATHER’S NAME | 14° MOTHER'S MAIDEN hfe 


TH-01A AS A, Al BAUGH E hj ZA BRown 
15. WAS DECEASED EVER INU. S. ARMED FORCES? 16. SOCIAL SECURITY NO. F 
INTERVAL BETWEEN. 


I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


INSTRUCTIONS 


ff WAMEDIATE CAUSE tA} 


ANTECEDENT CAUSE(s) OUE TO 


DISEASES OR CONDITIONS, IF ANY, 8) 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, OVE TO 


(c) 

TT OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 

198. DATE OF OPERATION 196. MAJOR FINDINGS OF OPERATION 30. AUTOPSY? 

yes [] No 
2le. ACCIDENT WAS UNDERLYING [] | 215, PLACE (Home, ferm, fectory, | 2c, WHERE DID INJURY OCCUR? (City or town) (County) (Stete) 


OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY street, office bidg., etc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2id. TIME OF INJURY (Month) (Day} (Year) (Hour) | 21e. INJURY OCCURRED 21f, HOW DID INJURY OCCUR? 
While Not while 
M, | et work at work 
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22. I- hereby certify that | attended the deceased from. f... 1908 fon to me ne. ee Al em 195.7. that | last saw the deceased 


alive on...... Ahead. Wissiar 19.8 by ea .M, am the causes and on the date stated above. 
SIGNATURE WA ji ADDREBS (Street, city, town, stete) DATE SIGNED 


e/Nd 4- Wives 


MAA 1 
23. BURIAL, CREMATION, DATE THEREOF ME OF CEMETERY ‘OR CREMATORY ly, towel, @r county) 


ers ee Z yee Pp f= i ; 
REC'D = Let REGI Raps GHATUR | L E C e at san DIRECTOR: rg 
vate, a}? 5 1954 LLY Nid tery VO SE, 42 MD pe > 
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TO ATTENDING e 


ooaedl 


rol directar, 


e. 


Then pleose remove carbon papers. Pages ! and 2 should be filed with 


te has been signed by the ottending physician and campletely filled in by th 


ing physicion. 


hospitol or otte 
After this cert: 


6 


page 3 shauld be detoched for use os the buriol-tronsit permit. 
the registrar prior to burial, cremotion, or remavol, ond in ony event within 72 houss“ofter death. 


moy be retained 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after death’ Page 4 
TO FUNERAL DIRE! 


Be 
5S 
Sa 
aS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 38 §2 
4 


' 3883 CERTIFICATE OF DEATH sa tach ae 
\ it . PLACE OF DEATH : 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
Carroll marviann |) ° STE Maryland ». county Washington 
b. GIy OR TOWN (If outside eee limits, write] ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
ond give neareshdo 
one neoreeesville 2 mos, 17 dys Hagerstown In3 2, 
d. NE NSTUTOR oe (If not in hospital. give street oddress) d. STREET ADDRESS e paw 4 
Springfield State Hospital 418 Potomac Street eC NOR] 
3. NAME OF First Middle lost 4. DATE Month Day Year 
DECEASED OF 2 
(Type or print) Eleanora ALBERT | DEATH April a” ag 57 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [J |B. DATE OF BIRTH 9. AGE {ln years IF UNDER 1 YEAR] IF UNDER 24 HRS. 
P W Ragevera Gl pivorceo F] May 15, 1862 oh us Months! Doys | Hours] Min. 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
erick | tarpland Usk 
13. FATHER’S NAME E 14, MOTHER'S MAIDEN NAME 
William Albert Mary Katherine Mumma 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. 117. INFORMANT Address 
{Y¥es, no. oF unknown) (yes, give wor or dates of service) 
Springfield Hospital records 


3B. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b}. and (J eee gmreneaeN, 
Al 
PARTI. 
CEATH ADA Ceanee (o.___Bronchopneumonia unresolved 2 days 
UFtx DUE TO 
Conditions, if ony, which (o 
gove rise to immediote 
couse (0), stoting the under. { OUVETO 
lying couse last. eG 
Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va) |19. peices 
hronic brain syndrome assoc. with cerebral arteriosclerosis yes) No &] 


20a. ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home. form, | 20F. (City or town) (County) (State) 
Beer cei While Not while foctory, street, office bidg., ete.) ! 
p.m. 19 lot work (J at work [7] i 


21. | certify that | attended the deceased from January 22, _, 1981_, to_Apral. | pean, 9S D1. ,that 1 last saw the deceased 


alive on________.April 9, __, Fp Tas oe and that death accurred at 6230 Am, fram the causes and an the date stated abave. 
Ni ADDRESS (Street, city or town, stote) DATE SIGNED 


wo. ....Springfield State Hospital 4/9/57 
Nanetyes) _ Walther H. Sonnenfeldt, M.D. 


D 
‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town. or county} (State) 
REMOVAL eg 2 ‘ 
buria. L/11/19 Rose Hill Cemetery Hagerstown Marvland 
23, FUNERAL D FOR'S SIGNATURE 7, ADDRESS . ISTRAR 2db, REGISTRAR'S SIGNATURE 
ei Sreee Mineral Home Hagerstown, Mds are ee Laine 
: phn aaa if oat A/-/S-S . ALEC ZO 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificote be executed within 24 hours offer death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


G , 3884 CERTIFICATE OF DEATH eo. Dit. ag 55 
M 


a5 
3 = 1. PLACE OF DEATH Zn USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
33 : Carroll MARYLAND |) © Maryland Be ol Carroll 
co) g b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 

RURAL ond give nearest town) 

& rural Westminstar 16 monthp x 2 Taneytown 
= 2 7) d. Te erent {If not in hospital, give street oddress} | d. STREET ADDRESS e a Ae 
Be ° Springdale Road ves (] No 
is 6 3. NAME OF First Middle lost 4. Qate Month Do Yeor 

Geren Mary Hazel Baldwin Beatu April 25) Ang SU 


Pages 


5. SEX COLOR OR RACE |7. MARRIED [] NEVER MARRIED 8. DATE OF BIRTH 9. AGE Tap IF UNDER 1 YEAR IF UNDER 24 HRS. 
lompuihe me 
Female White — |woowe gq pvorceot] | Dece 13, 1884 A Praise |. Co, | Habeas Hatalie: 
10a. ae Bee ALON, ae kind ot ble al 10b. KIND OF SUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Aiegp Em oat ot svi He teven i rer 
] ouse work Own home West Virginia USA 
13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 
Isaac H. Baldwin Jane A. Newhouse 
- WAS yea) ltstlty 0, SS pld) ee ised 16, SOCIAL SECURITY NO. |17, INFORMANT Address 
ae ora pap de al 
no “= - = -|- - - «+ = | Lelia G. Baldwin Taneytown, Mde 


line for (9), (b}. ond (¢). INTERVAL BETWEE! 
f+ oat! ONSET AND Bip 


PART |. DEATH WAS CAUSED BY: 
i IMMEDIATE CAUSE (o} 


YY . DUE TO 


Conditions, if ony, which 
gove rise to immediote 

cotse (0), stoting the under. (| CUETO 
lying couse lost. a 


Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yoh] 19. ee AUTOPSY 


RFORMED? 
ves] NOC] 
20a. ACCIDENT WAS UNDERLYING []_— | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
'20c, TIME OF INJURY Month, Ooy. Year | 20d. INJURY OCCURRED ‘20e, PLACE OF INJURY (Home, farm, 1 20f. (City or town) {County} (Stote} 
Afters oid While Not while factory, street, office bldg. etc.) ! 
p.m. 19 Jot work [1] ot work [7] ’ 


21. I certify that | attended the deceased fram._. a 1952, to, , 12S,Z,,that | last saw the deceased 
alive an 4 AO 1937... and that death accurred al. M, fram the causes and an the date stated above. 


ee tae he ae Poi PRESS (Street, city or tofmn, stote) DATE SIGNED 
A) ERE EE ufos} 


Then pleose remove carbon popers. 


in any event within 72 hours ofter death. 


After this certificote hos been signed by the ottending physicion and completely fi 
MEDICAL CERTIFICATION 


hospitol or ottending physician. 


@ 


page 3 should be detached for use os the buriol-transit permit. 


the registror prior to burial, cremotion, ar removal 


ACTUAL 
SIGNATURI Ml 


Rees: Wel Ok Stone, Med. 121 E. Green St. Westminster,Md. 


‘220. BURIAL, CREMATION, | 22b. DATE THEREOF We. NAME OF CEMETERY OR CREMATORY. 72d. LOCATION (City, town, oF county) {Stote) 
CPEMEET Ch | 4023-57 Loudon Park Baltimore, Maryland 
_ [23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE & 
Ys AIS (4 }| John R. Byers Westminster, Maryland |omly-y¢ - << Ct SLA tE. 
i hh LN COLL ML 


eo 


moy be retoined b; 
TO FUNERAL DIRE! 


“$A qvaand 


Wanodl | 


(=) 


rol directar, 


Ps 


Then pleose remove corbon popers. Poges 1 ond 2 shauld be filed 


gned by the ottending physicion and completely filled in by the' 


hospital or attending physician. 
After this certificate has been 


page 3 should be detoched for use as the buriol-transit permit. 


the registrar prior to burial, cremation, or remo} 


moy be retoined b: 
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TO FUNERAL DIREC’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


3885 


MARYLAND 


B. CITY OR TOWN (if oultide corporote limite, wrile 
RURAL ond give neares! lown) 


d, NAME OF HOSPITAL (If not in hospitol, give street oddress} 
‘OR INSTITUTION 


Springfield State Hospital 


03884 


¢. LENGTH OF STAY IN Ib | 
yr. Omos. 21days 


Reg. Dist. no 


2 Resear (Where deceased lived. If institution: Residence before admission) 
©. STAI b. COUNTY 

Maryland Balto.City 
c. CITY OR TOWN (If outside cosporote limits, write RURAL ond give nearest town) 


Baltimore 


d. STREET ADDRESS 


2235 Kentucky Avenue 


e. 1S RESIDENCE 
ON A FARM? 


ves (} Not 


3. NAME OF First idl 
DECEASED 4 Ngai 


(Type or print) Benjamin Edward 


5 oSEK 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] 
Male White |wioowentR _ oivorcen 


lost 4, DATE 


BELL Beata 


Month Yeor 


Day 
April 2h 1957 


8. DATE OF BIRTH 


Sept. 18, 1859 


9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


cae 


during most of working life, even if relired) 


eer 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 


12. CITIZEN OF WHAT COUNTRY? 


Maryland U.S.A. 


13. FATHER’S NAME 


Benjamin Bell 


1? WAS hla aes LY ws. (el) — 16. SOCIAL SECURITY NO. |17. INFORMANT 
fer. ne. OF unkne yet, give wor or dates of service) “ 
No Witte Springfield Hospital Records 


14, MOTHER'S MAIDEN NAME 


Unknown 


Address 


18, CAUSE OF DEATH [Enier only one couse per line for (0), (b). ond (<).] 


IMMEDIATE CAUSE {o)__D 328 Uf 


ral _ bronchopneumonia | 


INTERVAL BETWEEN 
ONSET AND DEATH 


2-3 days 


PART I. pt ‘WAS CAUSED BY: Bilate: 


DUE TO 


if ony, which re 
Qove rise to immediote 
couse {0}, stoting the under: ( OVE TO 


lying couse lost. el 


C.B.S.associated with senile 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}|19. seo 
ile brain disease with psychotic reaction, ves &@ oO 


MEDICAL CERTIFICATION 


21. | certify that | attended the deceased from. 
alive an eee 


ACTUAL 
SIGNATURI 


PHYSICIAN'S 


NAME (Type wal th D 


onnentetd 


3 8: id 
Ro. NGPA en ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county} 
i 3 
buria An Q Parkwood Cemetery| Baltimore, Mar 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


HENRY SANDER & SONS, INC. 


—) and that death accurred at... 


oll, XH WH 
Grd USGI MY Lat __mo, .. Springfield State Hospital 


Balto. ,Md. 


‘20a, ACCIDENT WAS_UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port It of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor | 20d, INJURY OCCURRED 200. PLACE OF INJURY |Home, farm, 1 20f. (City or town) 
Hour 0. f. While Not while faclory. streal, office bidg., etc.) § 
p.m, 19 lot work [] ot work [] ' 


{County} (State) 


22%, 19S 1229 ithat | last saw the deceased 


30A . fram the causes and an the date stated abave. 
ADDRESS (Street, city oF town, stote) DATE SIGNED 


...wykesyille, Maryland. 


(State) 
and 


‘Ub. bee SIGNATURE / 
AL - Z 


24a. REC'D BY REGISTRAR 


ote 4-24-57 


ctl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 03885 
a, Cale g¢/rveo , CERTIFICATE OF DEATH te a 


* 


avs 
ge ee 
3 E. F 1 eceueeand 2 USUAL RESIDENCE (Where dececsed lived. If institution: Residence befare admission) 
: w " = 9. b. COUNTY 
32 Mi Carroll piisuk is Maryland Anne Arundel 
ow b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib. ¢. CITY OR TOWN (If avtside corporate limits, write RURAL ond give nearest town) 
A RURAL and give nearest town} sy 
&: Henryton, Maryland 6 days Annapolis 2, Ps, 
2 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: e. t§ RESIDENCE 
hl OR INSTITUTION 2 " ON A FARM? 
2 Henryton State Hospital 79 We Washington Street yes [] NO & 
5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
- DECEASED R OF 
A (Type or print} Georg e ag e Belt DEATH April 19 
5. SEX 6 ROR 7. 8. DATE OF BIRT! 9. AGE [I IF UNDER 1 YEAR} IF UNDER 24 HRS. 
é 5 COLOR OR RACE | 7. maRRieD [[] NEVER MARRIED [1] OF BIRTH 1906 AG leet Pee uns 
Male Negro [wows [] —oworceo | = March 8, 190k 


10s. USUAL OCCUPATION (Gi ‘of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar foreign cauntry) 
during most of working I f retired) 


Laborer Unknown Maryland 


I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Nay’ Thomas Belt Nannie Anderson 


a WAS DECEBSEP eras ae egied brssech 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fas, 10, OF unknown) yes, give wor or dates of service) 
Lo No George Walter Belt - 118 O'Berry Ct.-Annapolis 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: ae 
IMMEDIATE CAUSE {a 


DUE TO 


Conditions, if ony, which 6 
gave rise to immediote 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


a 


cote (0), stating the under. ¢ OVE TO 
lying couse lost, @ 
ae 
Past 1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}]19. WAS AUTOPSY 
yes] nol) 


200. ACCIDENT WAS UNDERLYING C] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 or Part I of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (City or tawn} {County} (tate} 
Hour o.m. While Net while fectary, street, affice bldg., ete. 
p.m. 19 lat work [J ot work [] ; 


21. | certify that | attended the deceased fram. February..18., 1957, to._Apxbl_15_.., 1927_ that | last sow the deceased 
alive on_ADYIL. BS 287, and that death accurred atlh2;20P m, fram the causes and an the date stated abave. 


MEDICAL CERTIFICATION 


hospital or a! 
After this certificote has been signed by the attending physician and completely filled in by the 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


ADDRESS (Street, city or town, state) DATE SIGNED 

38 SeNaTun a oe Henryton, Maryland... Wo1.5=87 
£6 
az Nane(tyes)_Te Fs Vestal, Superintendent —_Henryton State Hospital, Henryton, Maryland 
s3 Jy BURIAL, CREMATION, | 22b. DATE THEREOF E OF CEMETERY OR CRE! RY fd. LOCATION (City, town, of jequnty) Mote) 
=P ed pefity) ey (s z t Q } A 
EO DANA, 4 - rf A ee ee Axt WV 

“wav SUS Poe se 2 Ceerapele il) limieisesr Aue ed. 

wea 34 IN ce \O LTT POET I te 2 


_. >A Nvawng 


% Ud¥ 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 03 7 6 
CERTIFICATE OF DEATH 7 


<£ Reg. Dist, No. 
% $ % ae 4 wh (Where deceased lived. If institution: Residence before admission) J 
$ ———~ cm °. b. COUNTY 
ct YN Carroll MARYLAND Maryland 
a) rs | b. CITY OR TOWN (If outside corporate limils, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
Bs & RURAL ond give nearest town) Dalvie i 
. Sykesville 1) years OCS fey, 
fis d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
ol OR INSTITUTION ‘ ON A FARM? 
“ ‘ : 2802 Herkimer Street ves (] No 
nd 
2 
3 3. NAME OF First Middle Lot 4, DATE Month Day Year 
- DECEASED OF 
5 (Type oF print} Ethel Bene brary = April. 2 19 97 
: 5. SEX 6. COLOR OR RACE ]7. MARRIED [-] NEVER MARRIED [R%] | 8. OATE OF BIRTH 9. AGE Ctes IF UNDER 1 YEAR| IF UNDER 24 HRS, 
+ las ri YY) Do, Hi Min, 
Female White |woowpt —_oworceo) | 13-11 8 yn. le ee ae A 


¥WOo. USUAL OCCUPATION (Gi 
during most of working Ii 


re kind 4) ea | 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 
wen ra 

Comptometer Operator [felephone Company | Maryland 

13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Joseph Bene Ethel Tiyekker 


ie WAS eee U.S. ARMED tole 16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
fet. nO. OF unknown) ji: ‘does ) 3 
4 No. Br em Sa Ee eee Hospital records 


18. CAUSE OF DEATH [Enter only one cause per line for (a). (b). ond (<).] 
PART | DEATH MASIAteCAUs (o_Liposarcoma of the breast tissue 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


/ 


INTERVAL BETWEEN 
ONSET AND DEATH. 


ni IMMEDIATE CAUSE (o} 
J 4 ovetro with metastasis 


Then please remave carbon papers. 


After this certificate has been signed by the attending physician ond completely filled in by tht 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death: Page 4 
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22 Conditions, if any, which 0) 
Eo gove to immediote 
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be eee i 2 nase tyagaa (Where deceased lived. II institution: Residgace before ods 
°. = pL f J b. COUNTY 
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b. sie OR TOWN (IF Cab sh ycorporote limits, write | ¢. LE! oe IF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Ge KL Le OoCma Ae 
d. NAME OF HOSPITAL (If not in hospitol, give street tal d. STREET gd e. IS RESIDENCE 


OR INSTITUTION ON A FARM? 
E ahier et plow Mh LK ves [3-Ko 


3. NAME OF First idl 4. oAte 
DECEASED ge Middle Month Yeor 


Cpe oF prin JosHua  LEVERINE Boden | Bam : 3 ST 


s. a) 6. ee RACE | 7. MARRIED [PEMEVER MARRIED ole DATE ‘OF BIRTH %. See IF UNDER 1 YEAR|IF UNDER 24 HRS. 
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monet) mea Ler L, Leterme mm || 
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20a, ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY [Home, ret eu eabe(Cllyrer ren) (County) {(Stote) 
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ee ADORESS (Stee, city or town, ste) DATE SIGNEO 


PHYSICIAN'S 
|_ [Name Crype)_/7 UL AarG : eke ee 


(220. BURIAL. CREMATI PERSIA hn eae @BesNAME OF CEMETERY 9 $l Rd, 13 ONG: 2 town, or ae 
23. a DIRECTOR'S SIGNS ma 24a. Wy; s REGISTRAR | 24d, REGISTRARS SIGNAT 
be ben JE atti LEAT L 
us cane 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
» 3889 CERTIFICATE OF DEATH 


0388 


Reg. Dist. No. 


gove rise to immediate 
cote (0), stoting the under. (| OVE TO 
lying couse lost. (c) 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)| 19. EReRe 


ves] no 


z : rt. Mae ctaue 2. Se ai Sao (Where deceased lived. If institution: Residence before admission) 
‘4 o. oe b. COUNTY 
se Carroll MARYLAND Maryland 
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23 UTrpesor print) William Brown DEATH 4 22.19 _(+57 
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oS = Dug OR INSTJPOTION ; ON A FARM? 
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ee oe ee a HEALTH—BALTIMORE, 18 0 3 8 9 { 
m ilmG ~12-57 e 
LN. Q CERTIFICATE OF DEATH 


a Reg. Dist. No. 
8 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased Bo a Sone Residence before admission) Vv 
es Carroll MARYLAND Maryland : Somerset County 
Be B ciTy peIpHN [if ounide eorporote lini, write [c, UENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
€ Henryton 10 days Princess Anne, Maryland /9 y/2 
i d. NAME OF HOSPITAL (If no? in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
fl o3 a ea ee State Hospital Rt. 1, Box 115, Mt. Vernon very non] 
£6 3. NAME OF First Middle tos 4, DATE Month Day Yeor 
Be ee an William Henry Burke | Sm April 7 457 
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aa arm Laborer Unknown Maryland U.S.A. 
Bax = 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
aif \ Eddie Burke Sarah (Unknown) 
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) No 220-09-1llk Russell Burke-Rt. 2, Box 26 Eden, Md. 
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3 20. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
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1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoied lived. If inutitution: Residence befare edmisicn) 
. COU! ° b. COUNTY 
Carroll iia ea Maryland 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate timits, write RURAL ond give nearest fawn) 
RURAL and give nearest town) : 
Me 2mos Baltimore aa, v 


d, NAME OF HOSPITAL {If nat in haspital, give street address) d, STREET ADDRESS 432), Belvieu Avenue Ar i IS RESIDENCE 


ral director, 


cure be filed with 
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OR INSTITUTION ON A FARM? 


pfield State Hospital __ ves C] NoO 
4, Dare Doy 


(Type or print) DEATH 4 12 
5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED QR] | 8. DATE OF BIRTH % AGE fin yeor 
Female White |wivow pivorceof] | 1-26-188h 7 "g de 
100. bier aetna tie ene ena. 1b. gt Pe BUSIN§6S OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
sic teacher Baltimore, Maryland U.SA. 

13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Charles Keene Clifford Mary Virginia Dobson 


jit WAS DECEASED EVER IN U. S. ARMED FORCES? }16. SOCIAI RIBY NO. | 17, INFORMANT Address 
Vopr {UF yes, give wor oF dates of service) 7, 
A Hospital Records 


18. CAUSE OF DEATH Tene =a one cause per line far (a), (b), and {c).} pS del BETWEEN. 


PART t, DEATH WAS CAUSED BY: Ps DEATH 
A: IMMEDIATE CAUSE (a! r. 


bt-AO DUE TO 
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1, PLACE OF DEATH ’ 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission) 
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RURAL and give nearest town) 


Syke sy 3 mo 6 de 


¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. tS RESIDENCE 
‘OR INSTITUTION ON A FARM? 
ves) no 
3. NAME © 4. DATE Mi ¥ 
DECEASED OF ge po a 
(Type or print) . . giving . DEATH 19.59 
5. SEX & COLOR OR RACE ]7. MARRIED JE] NEVER MARRIED [] [8 DATE OF BIRTH 9. ROE ie eon" IE UNDER LEAR IF UNDER 2 HFS 
post biel “a Do; Min, 
wioowenE] Wore] | 2.9707 ae hes boca le! in 
TOa. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


i 
during mot! of working life, even if retired) 


nousewt fa Maryland U A 


_ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Wesley Lizer Blanch Hel Haugh 


ficote be executed within 24 hours S, deoth: Page 4 


Then please remove corbon papers. 


After this certificote has been signed by the ottending physicion ond completely 
MEDICAL CERTIFICATION 


hospital or ottending phys! 
feroched for use os the burial-tronsit permit. 


iad 


fo 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
| & a AIF yes, Give war or dates of service) 
LG ‘ ankn Hospita ords 


18, CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (€).] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


WU X OK 
Conditions, if any, which ~_Bronchopneumonia due _to undetermined cause 


INTERVAL BETWEEN 
ONSET AND DEATH 


weeks 


gove rise to immediote 
couse {0}, stoting the ynder- ( OVE TO 
lying couse lost, fe 


Past i. R SIGNIFICANT CONDITIONS CONTRI ING TO DEATH BUT.NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo} |19. WAS AUTOPSY 
Chri" brain Syndr. assoe. with cerebral artertosclerosia with pare reach. mage 


200, ACCIDENT WAS UNDERLYING (] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
j20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form. | 20f. (City or town) (County) (State) 
Hour an. While Not while foctory, street, office bldg., atc.) q 
p.m. 19 fot work [] ot work [J 4 


21. | certify that | attended the deceased from,__1=-2]=57.____, 19.___. flea |} As , 195'Z_that | last sow the deceased 


ative on___1=2 6- gee, and that death accurred at6230_Am, fram the causes and on the date stated abave. 
3 4 4 ADORESS (Street, city or town, stote) DATE SIGNED 


mo. ..optinefield State Hospital. PM LOW 


PHYSICIAN'S: 


the registror prior to buriol, cremotian, or removal, ond in any event within 72 hours ofter death. 


moy be retained by 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certi 
page 3 should be 


= TO FUNERAL DIREC 


a 
> 


3 
S 
Ps 


Ni dmund_B ae ae he) FEY a oa 


AME (Type: 
Zo, BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR GREMDAFORY 22d. LOCATION (City, town, ar county) {Stote) 
agREMOY Ale (Spacity) hey By 5 Wh 2 Z, J f y 
, eaetie, LL beet iay tize- LL 4 
23, FUNERAL DIRECTOR'S SIGNATURE ’ ‘ADORE! ‘2ha. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
seecstlten, pee, (beernbetind, Tul, \gp-sy| Speteg ace 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3900 CERTIFICATE OF DEATH 


ant 


3899 


a \ Reg. Dist. No. 

st 

33 M 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 

RN Pere es wera || oe b. COUNTY : 

Oo carro Maryland Ey ick 

Be b. CITY OR TOWN (IF outside corporote limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

ry RURAL ond give nearest town) s 

s ykesville ince 7-2)-5¢ Frederick f / 
F > d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 18 RESIDENCE 
= é OR INSTITUTION a ‘ON A FARM? 
s 1208 N, Varket Street ves (NO fi 
2 2 
5 3. NAME OF 4, DATE 
* DECEASED OF ae eer Oey, meer 
3 (Type or print) Arthur DEATH April a) i 7 
e 5. SEX 6. COLOR OR RACE |7. MARRIEDJR] NEVER MARRIED [J | 8 DATE OF BIRTH 9. AGE (In yeors [FUNDER 1 YEAR[IF UNDER 24 HRS. 
rd - a. iA lost “ea Months[ Doys | Hours Min. 
fale White wipowep [J Divorcen [1] 9-12 45 yes. 


a Wo. USUAL OCCUPATION (Give kind of work dane] }0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 42. CITIZEN OF WHAT COUNTRY? 
8 during most of working life, even if retired) . 

ied I yf hant - fermor Virginia USA 

\o 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Phillip Derry jary 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{¥e1, 0, oF unknown) (Uh ym, gve wor or dates of service! 4 
¢ No None Svring f3 tate 1 }» records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond ().] (NTERVAL BETWEEN 


ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: T : 
IMMEDIATE CAUSE (a] Urenia 


dg. Ye [XK DUE TO 


hysician ond completely filled in by th 


Then please remove carban papers. 


ing p 


Conditions, if any, which »__Hypertension 15 years 


gove rise ta immediote 


te has been signed by the ottendi 


cotse (a), stating the under- ( DUE TO : : 

é lying cause lost. (2) Generalized Arteriosclerosis 5 vears 
‘8 é Parr il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. WAS AUTOPSY 
> - Oo : . 4. . » 1 
a }1$| CBS associated with cerebral arteriosclerosis, psychotic reacti ves fj Not 
Y = [200. ACCIDENT WAS UNDERLYING (]__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port I! of item 16.) 
$8 & | OR CONTRIBUTING C] CAUSE OF DEATH 
ee & | (WF EITHER, NOTIFY MEDICAL EXAMINER} 
a & |20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20F, (City or town} (County) (tote) 
x e 6 Hour a.m. ia While Not while factory, street, office bldg., etc.) f 
Bz = p.m. jot work [] ot work [7] H 

s 21. | certify thot | attended the deceased fram.._Judar____ 2), WEA, tori] 3, 19.5.Z..that | last saw the deceased 

g ; : : 2 


olive on___ Anvil 2, iL re and that death accurred ot 105.50,\.M, fram the causes and an the date stated above. 


- ee, ADDRESS (Street, city or town, stote) DATE SIGNED 
L “ a : pes o ory 24 
peut ee AA MO. ........SprinelielA State Mospital  h-3-5 


bygbe haspi 


® 


poge 3 shauld be defached far use as the burial-transit permit. 


the registrar priar ta burial, cremetian, ar remaval, and in any event within 72 hours ( 


vest | 5 sian 
£4 
‘9 PHYSICIAN'S sa a ale = " 
23 NAME (Type)__J art in Gross : apne esvilic, Maryls Sa 
3 S Zo. roan cee 2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) {Stote) 
> speci 
pe Burval 46-19 Fairview Luth. Cemete Bolivar-West Virginia 

i 2. he DIRECTOR'S SIGNATURE = \W/, ‘ADDRESS ‘2ha. REC'D BY REGISTRAR | 24b, REGISTRAR'S ae 

ig 2 A , a, “ f 

Bes =o, K Poy Frederick-Md. pate 4 (2 foal \95) ot 


tM a 7 —— 


"e "A NTT f p 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 3900 
v CERTIFICATE OF DEATH U 


oat 


wie Reg. Dist. No. 

3 5 2, USUAL RESIDENCE (Where deceoved lived. IF institution: Residence before odminion) 

: MARYLAND cy 
2 Ad? LAND A-R P.O bah 

3 b-City OF Swe {i dure ons Timits, write] ¢, LENGTH OF STAY IN Ib © CITY te TOWN {If outside corporate limits, write RURAL and give nearea! town) 

os i Orpor a 

a id V\ AR SIX! OA 2 A 
= d. NAME OF HOSPITAL ({f not in hospital, give street oddress) , d. STREET ADDRESS e. IS RESIDENCE 
Le by} OR INSTITUTION { ON AF. e 
« t / NO 
med 
S 3. NAME OF First vy LB 4. DATE j ‘Month Doy Yeor 
= q Ss 
; totem <7, SNADER DEVIL BISS | Bim AE Mi 235 
Ey 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | ® DATE a BIRTH GE {In aa [IF UNDER 24 HRS. 
ig FR ae gh e097 | PFE “= 
4 Too. USUAL OCCUPATION ‘ora kind of work done] 105. KIND OF BUSINESS OR INDUSTR 2 BIRTHPLACE (Stote ar foreign country) 12. is OF WHALLOUNTRY? 
of during most of workin even L. 
a r ¥ jm 
~ RM RETIRED -~@WNEK | MARYLAND 
a . FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5 ads: 
8 HOMAS DEV/LB/ISS |MARTHA SNADER 
Be rs. WAS DECEASED EVER IN U. 3. ARMED FORCES? [16. SOCIAL ee “NO. [V7 INFORMANT ‘Address 
io. hae open petit oF evi on 

6 y f. 
; AG wo ONE [JL £BiSS (Ay /ontown , (4; 
Hy 1B. CAUSE OF DEATH [Enter only one cause per line for a0 (b}. ond (c).) INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED 8: 4 4 f ON ce 
§ IMMEDIATE CAUSE fo 4 7 Smet OT AER LE FRR jojadtIit9 FB AAMYA 
e P22) DUE TO : 


#40. 
Conditians, if any, which fb). 

gave rise to immediote ‘ 
cause {0}, stoting the under. { OVE TO 
lying couse fost. ©. 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. ercme 
yes[) Not] 

200. ACCIDENT WAS_UNDERLYING D1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Por! 1 or Port Il of item 1B.) 

OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

Roe. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, form, 1 26F. (City or town) {County} (Stote) 

Hour a. n. While Not while factory, street, office bdg., etc.) 
p.m. 19 lat work (J at work [J t 


21. | certify that | attended the deceased fram_ a V9. eS =. 19.8 f that | last saw the deceasect 
clive an... 4. gf. .-., 2S, and that death occurred at. . fram the causes and an the date stated above. 


MEDICAL CERTIFICATION: 


After this certificate has been signed by the ottending physicion and campletely filled in by th 


hed far use as the burial-transit permit. 


the registrar priar to burial, cremation, or remavol, and in any event within 72 


by ghe hospital or attending physi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours ofter deoth: Page 4 


a Rata (Street, city or town, state] DATE SIGNED 
ACTUAL 

Res y| (emer ‘ C7, MD. on. sett. 

£a2 ‘ 

B23 PHYSICIAN'S 

22 NAME (Typa| MMI on (Wud 

a hth OY) LS 

a Assit mipiaean Uson te 

>> 

eee HODIST DA by 
15 (4) é-} THK ’ 

Yeasrss SAY TALE Ed gud, LY AAA db roy av a Vift.s Z 


Manco 


om 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 3 90) 
38798 CERTIFICATE OF DEATH lel 


as 


~ ceL 
ey 3/ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Rexidenee before odmisiton) 
/ . COUNTY ° b. COUNTY 
ihe A Carroll by sighed aryland Carroll 
2 35N\ b. CITY OR TOWN (If outside carporate limits, write [c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If oulside corporate limits, write RURAL and give nearest tawn) 
o pS RURAL ond give nearest town) % : 
= i Westminster 50 years 27]Westminster 
= 2 d. NAME OF HOSPITAL [If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
3 25 OR INSTITUTION : eke ae (j a f ON A FARM? 
$ 55 W. Main St. 172 W. Main St. ves C] NOX] 
5 
2B £S 3. NAME OF First Middle low [" DATE Manth Dey Year 
ones Ne D é 
wo 2 Type ar print) = = y. DEATH a 19 
= = Ey ——" Fr cOnE - xana = Zar A a fon ER_1 YEAR) IF UNDER == 
= 58 5. SEX 6. COLOR OR RACE [7. MARRIED K} NEVER MARRIED [] | 8. DATE OF BIRTH Tee ee DI : 
2 2 E ianths 
oo Rabe male white  |wioowe [] oworceto] | July 23, 188 Th ys. 
See 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Slate or fareign cauntry} 12. CITIZEN OF WHAT COUNTRY? 
3 §e¢ | during most of working life, even if retired) - A 
Pie o8 inister ‘Harrisonburg, Va. Us. 8... “A. 
g %28 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
che 1 
$8 \ 
3 Ze 2 I Abraham Earl Hannah Mary Myers 
2 5 : 
© £33 15, WAS DECEASED EVER INU: S- ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT 199°", Main St. 
 ofs O 220-16-0303 | Mrs. George A. Early Westminster, Md. 
Peo OL 
3 Bigte 18. CAUSE OF DEATH [Enter only one couse per lingztor (0). (8). and (eh) INTERVAL BETWEEN 
3 20% PART 1, DEATH WAS CAUSED BY: 
eS cee IMMEDIATE CAUSE (o] 
i eesices. iy q DUE TO 
a ie od F 
= f2> Conditions, if ony, which 
s mes gave rise to immediate Me 
3 ae cote (a), Hating the under: ( DUE TO 
Fe%=e lying cause last. ey 
32 85° 5 Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. WAS AUTOPSY 
&> 25 74 = ore 
ere a a S yes] no 
Botsé © [200. ACCIDENT WAS UNDERLYING (]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pari | or Port Il af item 18.) 
Zeon. & ] Of CONTRIBUTING LI CAUSE OF DEATH 
eeses G [IF EITHER, NOTIFY MEDICAL EXAMINER) 
o 4 Ey gy RE 
Sszss & [20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
B5.286 6 Hour a. m. While Not while focioty, stree!, affice bldg., etc.) | 
EsE°5 z p.m. ¥ fot work [] ot wark AZ) : t 
= O55 v ~ 
eeite 297 | cgttfy that | attended the deceased froma AZ, uhh, to hdyg DBZ... 1958°7.that | lost saw the deceased 
‘Besce owed zy i az andAhat death accurred at Bf 1M, fram the causes and on the date stated above. 
Symes ’ — ‘aim ; 
E = Fs 0 \ Le ADDRESS iseet, city pr town, stote) DATE SIGNED 
4 “4 ACTUAL 
eves 5 senate {47 £—-Le-< : YiZE het ion Ys al < z Ye 
O2Gza 
Z2a85 PHYSICLAN 
Se<2e Nae (type fe a en 2S ee et 
-_ oc 2 _ 
& £9°9 726, BURIAL, CREMATION, | 22b. DATE THEREOF Zac, NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, oF county) (State) 
= eros ‘Buriat ” 4/30 Meadow Branch Cemeter Westminster Maryland 
2 2 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2d. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE ai In 
— % . ~ iy 
V5.5 ca (2: fittfle - Ye—/ Westminster, M4. jon 29-97) of (Mit 


3 *A ivrind 


cot AW 


TS araad 


Nal ! 
9 ot ; 


te be executed within 24 hours offer deoth. Poge 4 


‘ico! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certifi 


oe: director, 
1 Filed with 


led in by the; 
Poges 1 and 2 she 


Then pleose remove carbon popers. 


After this certificote hos been signed by the ottending physicion and completely 


ched for use os the burial-transit permit. 
the registror prior to buriol, cremation, or removol, and in any event within 72 hours ofter death. 


by dhe hospitol or attending physicion. 


‘« 


ined 


TO FUNERAL DIRE! 


moy be re 
poge 3 should be 


MARYLAND STATE DEPARTMENT OF HEALTH--BALTIMORE, 18 
. CERTIFICATE OF DEATH ntetin’ 


03902 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmitsion) ¥ 
a. COUNTY 0. STATE b. COUNTY 
arro Maryland 
'b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond give nearest town) 
He Dry lon 


c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 


Baltimore Juv 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
pe yes ] NO 
3 pies 6. First Middle low Month Day Year 
ere eron) Tom Evans April 21957 


6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [3 | 8. OATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 VEAR|IF UNDER 24 HRS. 


lost birthdoy} Da 
winowen E] _—ooivorcep [J 90: ae ita eel ca) Min. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. aRARERCE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of “ong life, even if retired) 
Georgia Ue Se Ae 


ae ys. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ang Emma_?? 


15. WAS DECEASED Ber IN z 5S. ARMED. Notte 16. SOCIAL SECURITY NO. }17, INFORMANT Address 
Tas, no, oF unknown) (It yer, give wor or dates of 
Noa None Tom ans - Patient 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (€).) 


PART t. DEATH WAS CAUSED BY: 
’ IMMEDIATE CAUSE (0 erculous 


INTERVAL BETWEEN 
ONSET AND DEATH 


DUE TO 


Conditions. if ony, which Abdominal malignancy diagnosed from cells in 
gove rite to immediote 


Cotte (0), stoting the under. ¢ VETO asetic fluid. 
lying couse lot ey 
Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yoj[19. WAS AUTOSY 


ERFORMED? 
ves(] no] 
20a. ACCIDENT WAS UNDERLYING. C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING E] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Py Yeor } 20d. INJURY OCCURRED 202. PLACE OF INJURY (Home, form, | 20F. (City or town} (County) (Stote) 
ieasa-anen® While Net mille factory, street, office bldg.. etc.) 
pom. fot work [} ot work { 


21. | certify that | attended the deceased <a ~ 1957_, to_April 2h .. 1957 .that | lost sow the deceased 


alive on. April 2h. cae and that death accurred at_4200Pa, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


mo. ..Henryton, Maryland. 
Nawettyes) Dre Tom !, Vestal, Supt Oe aoe Henryton, Md. 


‘220. BURIAL, tein 22>. DATE THEREOF ORCEMETERY QR CREMATORY 
REMOVAL (Specify) We: P p 
YLS thf hIdd Ore d ale 
“x x 


i 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


ore 29257 | LGW fe 


MEDICAL CERTIFICATION 


OCATION (City, town, or county) (Stole) 


3A nvayng 


Da a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 D ) 03 
392 CERTIFICATE OF DEATH sf Vacarin, p 


cod 


SE, j 
3 ay LW ELACE OE DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 3 
=e 4 i 0. CO Carrell sian 0. STATE Maryland b. CBIR 
Be b. CITY OR TOWN {If outtide corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 

RURAL and give neorest town) days 4 ; 
nksbu Wi kitite Baltimore 2Vol 
“3 d. NAME OF HOSPITAL (if not in hospital, give street oddress) vai d. STREET ADDRESS ¢. 15 RESIDENCE 
” DN OR IN! 1N ON A FARM? 
= + eer Park Read 3715 Mary Ave. vs) NOX 
2 
°o 3. NAME OF First Middle lot 4. DATE Month Oo) Yeor 
- DECEASED OF 
Z (Type or print) Gertrude 0. Fitz | DEATH April 25 19 57 
8 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [_} |. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= Aug. 1 5 1880 birthday) [Months] Doys Min, 
Female White winowep [] Divorceo g@.15, oA 
100, Hels Cee Sal ae kind 4 Rem sone 10b. KIND OF BUSINESS OR INDUSTRY (11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring mos! orking ti retired) 
HoUbewrYé Orange Ce., Va. ULB. A, 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
I Charles Taylor Margaret Keenan 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no. oF unknown) (if yon, give war or dates of service) ' 
> no nen John B, Fitz, RFD 1, Finksburg, Ma, 
18, CAUSE OF DEATH [Enter ‘only one couse line for {0}, (b). ond {ce}. INTERVAL BETWEEN 
per 


INSET AND DEATI 
ranT |. peat was caustoey: Decompensated Arteriesclerosis C-V Disease re. 
# y DUE TO 


Then please remove corban papers. 


3 Conditions, if any, which i 
— gove rise to immediote 
£. couse (0), stoting the under. ( OVE TO 
eer dying couse lost. { 
's S Past fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10} ] 19. WAS AUTOPSY 
PERFORMED? 
Chronic Nephritis ves] NODK 


200. ACCIDENT waa ete Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tI of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY, ?) EXAMINER) 
otebat nan 
20c. TIME OF INJURY Month, Day, Veor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY iHome, form, | 20f. (City or town) (County) {Stote) 
Hour on. While Not whi foctory, street, office bldg, etc.) 1 
a none 9 [ot work (J ot wor FONE none mone 


ACTA Leg 


‘After this certificate has been signed by the ottending physician and completely filled in by the 


z 
Q 
= 
8 
& 
& 
S 
uu 
* 
3 
a 
8 
= 


hospital or attending physic 


hed for use os the buri 
the registrar prior to burial, cremation, or remaval, and in ony event within 72 hgtrs after, death. 


ed 


meus =D, D. Caples, M, D, _R 
Ro. jee ey ss ae Mb. OATE THEREOF ‘Zc. NAME OF CEMETERY ORICREMATORY 
REMO pach /) a } 

Dexa VYrnlizsay Jrtl 
23. FUNERAL DIRECTOR'S SI ‘TURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


vate 4. Bf A Le 
| eae) FOES. 


LA 


may be retained by 
page 3 should be di 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Poge 4 


TO FUNERAL DIRECT 


| ® 
TA AVTINg 


OD, 99 


—= 
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SICIAN OR HOSPITAL: The law requires that the death te 


TO ATTENDING 
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ficate be filed with the registrar within 72 hours after death. After this 


ay be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: The law requires that the death certifi 


The bottom copy 


MARYLAND STATE DEPARTMENT OF HEALTH-BALTIMORE, 18 03904 
39 CERTIFICATE OF DEATH sina ania 


2, USUAL RESIDENCE (HOME) OF DECEASED 


1. PLACE OF DEATH 


county (~~. 


CITY {il outside corporete Kimits, write RURAL 
OR end give neerest town) 


TOWN - KS Burd 
HOSPITAL OR 


state A/ AiR LAwi COUNTY >p dé. 


CITY (if outside comorete limits, write RURAL end give neerest town) 


OR : 
TOWN 5 wits BURG 


MARYLAND 


LENGTH OF STAY 
{in this place) 


id in by the funeral director, the third eopy. of this 


STREET (if rurel give location) 
2 INSTITUTION OR ADDRESS > 
i STREET ADDRESS SR NDY Moy wT : Mi Dy MoUs 7 Fi 
3. ee (First) (Middle! (Last) 4. ree (Month) (Day) (Year) 
“ > ° 
(Type or Print) ELLA AIAE FLATER DeatH A/c 26 vS7 
5, SEX 6. corer OR 7. py ae ee B. DATE OF BIRTH 9. AGE last birthdey IF UNDER 1 YEAR = |IF UNDER 24 HRS. 
Female| Whiite ‘ooMarried | Sept. 28, 1886 TO te Ges | ea Me 
10a, Pee CeCRRATION tens rad of wel 10b, OE pr erees 11. BIRTHPLACE (Steta or foreign country} 12, CITIZEN OF WHAT 
lone during most of workin; fe, avan URTRY 
tind HOUSE Wife me | Carroll County, Md. OS"A 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Margaret Devilbiss 


17, INFORMANT & ADDRESS. 
F. Marion Flater Finksburg, Md. 


ala ae 5s “MEDICAL CERTIFICATION — é INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


/ & © (MMEDIATE CAUSE ae Pre Mow ARY EL >emn 24 YRS, 


ANTECEDENT CAUSE(S) DUE TO ; a ' 
DISEASES OR CONDITIONS, IF ANY, (8) ew i 3 YK aM 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 
© 
TE OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 


John T. Ward 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? i 16. SOCIAL SECURITY NO. 


(Yes, no, or unk.) | (if Yes, give wer or detas of service) 
no aaa se = Feo e aS 


TO THE DEATH BUT NOT RELATED TOTHE = Se ae 

DISEASE OR CONDITION CAUSING DEATH. RVER IOSéL 6 CLs DISEASE Y KS. 
198. DATE OF OPERATION 19b, MAJOR hyo ‘OF OPERATION "20" AUTOPSY? 

fhor ‘of LARCIN OM h CLOW ves [] No) 


2le. ACCIDENT WAS UNDERLYING [] 2lb. PLACE (Home, farm, fectory, 21e, WHERE DID INJURY OCCUR? (City or town) (County) (State) 
OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY street, office bidg., ate.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


21d, TIME OF INJURY (Month) (Day) (Yeer) (Hour) 
M, 


21e. INJURY OCCURRED 


pe ‘ <4 211, HOW DID INJURY OCCUR? 
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st work L] ot work (J 
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2; Buria 4028657 Sandymount Cemetery Sandymount, Maryland 
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< ys Ee, He Ll 2 NI 


me we hace Bie INU, S. any — peer ees ame 16. SOCIAL SECURITY NO. c Address 
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203 = [ 200. ACCIDENT WAS UNDERLYING CJ __|20b. DESCRIBE HOW INJURYTOCCURRED. (Enter nature of injury in Port for Port Il of item 16) 
Ba & ] OR CONTRIBUTING D7 CAUSE OF DEATH 
Bee © | (IF EITHER, NOTIFY MEDICAL EXAMINER! 
sgt 8 } 
ops & [20c. TIME OF INJURY Month, . Year | 20d, BEON ac We. PLACE oa SNUURY JHome, farm, 1 20f. (City or town) (County) (Stote) 
5.28 Fa eh 6. atin foctory, strety, office bidg., etc.) ! 
3 é = p.m. Jat work fal, Pork aN H 
SBS 21. 1 certify that on attended the deceased from44 == 7194.2. jee <7 19.3.7. that | fast saw the deceased 
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1 ‘ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 39 7 
, CERTIFICATE OF DEATH 


a, A ° 0 4 Reg. Dist. No. iA 
3 3 \ 1. ieee Slaialily 2 Pon ala (Where decected lived. If institution: Residence before admission) 
8 o. °. COONT? 
5 i Carroll MARYLAND Maryland » COUNTY Queen Anne's 
=f b, CITY OR TOWN [IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) Rae > 
Ss Henryton 23 days Price, Maryland /‘7 x é 2. 
2 ee ‘d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
bg oo OR INSTITUTION m ON A FARM? 
3 Henryton State Hospital c/o P.O. ves L]_No OF 
6 3. NAME OF Fint Middle tow 4. DATE Month Day Year 
F Giiperor prin George ieee ak Gibbs DEATH April how bt 
° S. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [7] | & DATE OF BIRTH 9. AGE {In years [IFUNDER 1 YEAR] IF UNDER 24 HRS. 
= lost birthdoy) [Months] Days | Mours| Min. 
Male Negro _|wiowepK} —_pvorceo] 8-12-1888 68 yn. 
2 Wo. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
z= } during most of working life, even if tetired) 
i Janito Unknown Hayden, Maryland U.sSAo 
s 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Abraham Gibbs Sarah Powell 


Vi eet eo lag LSI ah 16. SOCIAL SECURITY NO. |17. INFORMANT Address : 
3|_No 221-1814 Viola G Henry - 1163 E. 13th St.,Chester, Pa. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c).) INTERVAL BETWEEN 


+ ONSET AND DEATH 
PART I, DEATH WAS CAUSED By: : 
ATT AMEDIATE CAUSE fol Cardiovascular Insufficiency 


Then pleose remove corbon popers. 


(nd A DUE TO 
Conditions, if ony, which ar Advanced Bilateral Pulmonary Tuberculosis Mid 1956 


gove tise to immediote wh 
cote (0). stoting the under. ( CUETO 
lying couse lost. . 


Past It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART H(0) | 19. find AUTOPSY 


RFORMED? 
Yes] no 
20a, ACCIDENT WAS_UNDERLYING 2) ‘0b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 of Port Il of item 18.) 
OR CONTRIBUTING O) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY fHome, farm, | 20f. (City or town) (County) (State) 
Hour o.m. While. Not while foctory, street, office bldg., etc.) | 
p.m. 19 lot work [1] of work [J : 


21. | certify that | attended the deceased from_.March_12___, 19.57, ta, Aprilh_ we, 19.57.,that | last saw the deceased 


igned by the attending physician ond completely filled in by the 


d for use as the burial-transit permit. 
MEDICAL CERTIFICATION, 


hospito! or attending physician. 
fter this certificate has been 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours ofter death. Page 4 


olive on_ADrid yo ee end that death accurred at ].2:LOPRM, fram the causes and an the date stated abave. 
3e PS ie ADDRESS (Street, city or town, stote) DATE SIGNED 
32 3 (| [SeNator mo, .._Henryton, Maryland J oh -5 7. 
822 Nanetea_Ie Fe Vestal, Supte Henryton State Hospital, Henryton, Md. 
ae ie age So EU ON err | OF CEMETERY OR EREYATORY 22d. LOCATION (City, town, or county) Stote) 
enn \} aacgud wef Ape Hh 
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Y., 123. BUNERAL DIRECTOR'S 5) TURE (/ ADDRESS Gf 2éo. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


ae \ [Pope | aaa ee 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 03908 
% 39 7 CERTIFICATE OF DEATH Reg. Dist. No. E 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


Carroll marviano || ° STATE Maryland — > county Carroll 
b, gS LeN eM (it Ghee corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest town) 
, PSAP E Bile life oi Tiakbburg 
“e 8 4. NAHE OF HOSPITAL (notin hospital, give sires) oddren) ¢. STREET ADDRESS © 1S RESIDENCE 
Rl Brown Road / Ri Brown Road ves] NOK) 
3. peer kg First Middle Lost 4, Oar Month Day Year 
(Type or print) Charles Isaac Green DEATH April 23 ee y 


5. SEX COLOR OR RACE |7. MARRIED [AE NEVER MARRIED [7] | 8. DATE OF aiRTH 9. AGE Tn yor [IFUNDER YEAR| IF UNDER 24 HS. 
lost bij Y! + i 
Male White |woowe pivorceo | Septe 3, 1900 ween ba gree es Ma. 


100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Stationary Engineer Congoleum Mfg.| Carroll County, Md. USA 


~~ 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Dennis Green Grace Brown 


% WAS ee ie u. s. cals Bonces 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
a lliieche eeteeninL. - ) RugacePeoor o canner smien 
no == = ~ © P16e07+3850/ Mra. Etta A. Green R 1 Finksburg, Md. 


18, CAUSE OF DEATH [Enter only one couse per line*tpr (0). (b), ond (c).] E | INTERVAL BETWEE} 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


wS after death. 
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ove rise to immediate 

een y DUE TO 


cotse (a), stating the under- 
lying couse lost. (2). 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Fo) |19. Re ae 
ves] not] 
20a. ACCIDENT WAS UNDERLYING []_— | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ! or Part I of item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour o. m. While Not while foctory, street, office bldg., etc.) 
p.m. 19 Jot work [J ot work [7] Hl 


21. | certify that | attend ed the deceased from._ Gigi Aen V2.3, 195° E; as LP 23 195°7 that | last sow the deceased 
olive on, ‘ 297 » ong thot deoth occurred ot/fs 


MEDICAL CERTIFICATION 


cate has been signed by the attending physician and completely filled in by the 


. from the couses ond on the dote stoted obove. 


the registrar priar to burial, cremation, ar removal, and in any event with 


s “ae y, i] we ' DATE SIGNED 
a2 9 ce 

a3e / SiSNatur fellate HP et <tr LK. bike a He a ST 

£a 4 
=) . j 
Es NAME (type) peiqher, MD... 13 
3 3 Zz Zo. BURIAL, a ‘Zdc. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) (State) 

~ i 
45 BU Er 426=57 Evergrman Mem. Garden| Finksburg, Maryland 
la y 2. ON SIGNATURE ADDRESS P 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE = 8 

onn fed ra 
YS Als. \ : R. Byers Westminster, Md. pateLy- af Kew Va 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a 
39ngMEDICAL EXAMINER'S CERTIFICATE OF DEATH Q3905) 


ae Reg. Dist. No. 
£3 on es 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where dececred lived. If laslitution, Resldence before admission) 
& 9. COUNTY ©. STATE b, COUNTY 
ae 5| arro MARYLAND SIAE Maryland Carroll 
— b. CITY OR TOWN 1! eunide cororote fin, write RURAL c. LENGTH OF STAY IN tb €. CITY OR TOWN (If outtide corporate limits, write RURAL ond give nearest town} 
5 a | ond give nearest town} 
Fad wiontown a niontown 
Bs 5 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) } ‘STREET ADDRESS 15 RESIDENCE 
2855 rO vesC) No] 
£36 
2 3.8 3. NAME OF First Middle Lost Atmare Month Day Yeor 
. 3S “DECEASED 
reo (ype or print) 8 Stuller Haines ceaTH April 29 19 57 
a au ° SEX @. COLOR OR RACE |7. MARRIED 1 Never marrico [1] 8. OATE OF BIRTH 9: AGE wu yeou TIFUNDER LYEAR] IF UNDER 24 HRS. 
rs "3 th Min. 
gots ma ab winowef] enor | August 18 ,189 ag ie hea eel ba 
Soe3 {| FF ;, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Sole or foreign county) 12. CITIZEN OF WHAT COUNTRY? 
Byen | Y doer most af warking life, aven if retired) 
Bese Housework Own home Maryland U.S.A. 
Sat +] 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
eee 
Bgob John S. Stuller Annie Nelson 
~ eee 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Addreis 
Se oo Wes, no, oF unknown] It yes, give wor or dates of service) 
g2°e 14) no Hilbert Stuller, Showell, Maryland 
5 i ge 1B. CAUSE OF DEATH [Enter om ae % Tine for (a), (b), and (c).] ONSET AND Death 
2° 5 PART |. DEATH WAS CAUSED BY; 
ei E iGh : IMMEDIATE CAUSE (0) uw PFALA ra Srl, 
5 = 7 Sve § FA CAT pe = Bplay ie 
£8 ra 5 4x DUE TO 
° & Canditians, if any, which 
23 oe gove rite ta Immediate couse 
Bess {0}, stating the underlying( OVE TO 
2 es cause last. tc 
2:28 5 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART W(l]19. WAS AUTOPSY 
8 26 = a7 
eg. ONS 1} NOKY 
SS be © [200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port U or Port II of item 16.) 
Saes & Bes ea CONTRIBUTING C3 bel 
a) 8 ; tira ag UA 
ERS i 
2 95 5 & | 20c. TIME OF INJURY —-Month, Day, Year [20d INJURY OCCURRED ]200. PLACE OF INJURY (Home, farm, 120f, (City or,town) (County) (tate) 
Ee z 32 = While Nat whil foctory, street, offi¢e bidg., ste) | 4 ‘a 
eo2 5 Es Jot moe) atmo TR] AD Me 
= 
S2se ZT: lami rey } took charge of the remoins described obove, held on Autopsy Inspection K], Inquiry and find thot 
giz 3 P: quiry 
 Y death resuljet} from: Naturol couses [], Accident [[], Suicide], Homicide oO. Undetermined cause [7]. 
ae 2 
Yoew (] a / DATE SIGNED 
= ACTUAL p j 
2 = = a Sonature_ tLe M.p, CHIEF MEDICAL EXAMINER [] 
Snot ad ASSISTANT MEDICAL EXAMINER [—] 
Estes No syanta] {7 j [he DEPUTY MEDICAL EXAMINER §Z] , tf 
Re 5S e a INES (ae & 8 A Ak a 
S2i2. eo. widitoemn | 2b. DATE THEREOF jc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (Cily, town, oF county) (tote) 
Big) 5 peciy 
Pe B Mi a gale | Uniontown, Maryland 
y ADDRESS ta. hi 7 a <i Po REGISTRAR'S Bu 
Vs. AISME(S) Ii 
sos |} g en town, Maryland oft th iL. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


1 director, 


filed with. 
{ 


f 


a 


Pages | and 2 shau' 


Then please remave carbon papers. 


‘or attending physician. 


Fter this certificate has been signed by the attending physicion and completely filled in by the 


spi 


1: 
ied for use as the burial-transit permit. 


the registrar priar ta burial, cremation, ar remaval, and in any event 


® 


may be retained by th, 
TO FUNERAL DIRECT 
page 3 should be de! 


in 72 haurs after death. 


MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 
+ 3999 CERTIFICATE OF DEATH 


Reg. Dist. No. 


1. PLACE tre a, Lede tala ett (Where deceased lived. If institution: Residence before odmissio 
On b. COUNTY 
Carroll Hesse ih ghee Maryland 
b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town} 
Sykesville Since 1-8-1913 Baltimore Ci 2 
d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS: e. tS RESIDENCE 
OR INSTITUTION ‘ON A FARM? 
p 2 ATLA yes (]_No Sit 
3. NAME OF First Middl Ul 4. DATE Mi x 
NAME OF irs iddle Lost 2 jonth Doy eor 
{Type or print) harles is HARPER DEATH Wer 19 
5. SEX 6. COLOR OR RACE |7. MARRIED [T] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In years [/F UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Days Min. 
Mal e White WIDOWED fi] Divorced (] EB yrs. 
M00. USUAL OCCUPATION (Give kind of work done] 10b. KIND fe Boh BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Y, mi most of working life, even if relired) 
‘eams ter Mar: land UeSAe 


Frank Harper AMMA ALLL AM 


15, WAS DECEASED EVER IN U. 3 ‘ARMED FORCES? |16. SOCIAL SECURITY, 17. INFORMANT ‘Add 
EEE ae aa 
° No rat pringfield ate Hospita Sykesv e, Md 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).} 


PART I. DEATH WAS CAUSED 8Y; 
IMMEDIATE CAUSE is 


C # DUE TO 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Conditions, if ony, which 
Gove rise to immediote 
cote (0), stoting the under. ( CUE TO 
lying couse fost. “Pa (a) 
Past If. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)| 19. Bs ae Mednd ht as 
enera Central_Nervous System Syphilis. ys) Nom 


200. ACCIDENT WAS. UNDERLYING. oo ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE 
(IF EITHER, NOTIFY oie EXAMINER) 
'20c. TIME OF eo Month, Day, Yeor | 20d, INJURY OCCURRED 20e. PLACE OF INJURY fHome, form, ' ‘20. {City or town) {County) {Stote) 
Hour While Not while factory, street, office bldg, etc.) ! 
lot work (] ot work [J { 


2.4 i that | attended the deceased from_January 8, 19121, to_April Al__.. 19. 57. that | last saw the deceased 


alive on____Aprt] 1... es: ond that death occurred at LL2NOAM, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


SGwatur (a ae v. Springfield State H ospital ________h-21=57 


PHYSICIAN'S. 


NAME alae dy se = kod Le, Jlaryland OA ae ee 
Og pape a iY pieii ss PA 
py! Specify] % ea lige Lie 
Lp LOH Tg ie, Yi, 3 ZZ, = 
OR'S es 24a, REC'D BY REGISTRAR ~ — 'RAR'S ea 
Le, vate AX LZ /| C4 % 


MEDICAL CERTIFICATION 


awl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 3 9) ] j 
3910 CERTIFICATE OF DEATH 


it 1, PLACE OF DEATH 2 Melo RESIDENCE (Where deceased lived. If institution: Residence before admission) 


a. COUNTY Aven WA Aye 0. STAI ny y) ¢_» COUNTY ea 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (ff outside corporote limits, write RURAL ond give neorett town) 


RURAL and give nearest town) : i — 
a Cs ce FA ne ca end we 
d, NAME OFAOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS. e. tS RESIDENCE 


OR INSTITUTION , ON A FARM? 
Har St / : Yes T] NODA 
First , Middle . = Yeor 
‘lype oF print) Trg IA) @ PRIS : wu 7 


6. fe OF US 7. periee ts NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors 
, lost birthdoy) 
7 |wivowed Ba pworceo th | Aon! 20 /S-VO FG”. 


100, USUAL OCCUPATION =. kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


dering mont of working Ife, oven if retired) 


14, MOTHER'S MAIDEN. ae 


15, WAS DECEASED EVER/f oe ARMED FORCES? |16. ae SECURITY NO. ]17. INFORMANT 
(en, no. iy UP yes, give wor of dates of service) 

’] oo Zz a 
ae as I Zetec 


18, CAUSE OF DEATH [Enter only one couse per fine for (of Xb), ond (c).] INTERVAL BETWEEN 


PART f, DEATH WAS CAUSED BY: —_ ONSET AND DEATH 
IMMEDIATE CAUSE (o} 


DUE TO 


Conditions, if any, which ic 
gove ri ta immediote 

cave (a), stoting the under. ( OVE TO 
lying couse lost. {c) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. Was AUTOPSY 
yes (] no pi 
‘20a. ACCIDENT WAS UNDERLYING TT | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING EY CAUSE OF DEATH — 
(IF EITHER, NOTIFY MEDICAL EXAMINER) cS, 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, farm, ! 208. (City or town) (County) (Slote) 
Hour a. fp. While Not while foctory, street, office bidg., ete. uy er og 
p.m. 19 Jot work [ot work’ — a 


21.1 cortty 0 pase the deceased from AVE Za wee , 19, to Lan ee IN Z. that | last saw the deceased 
alive an_/ 2 wi 7, and that death occurred at 2.2%4-:/4.M, from the causes and an the date stated above. 


4 ADDRESS (Street, city or town, stote) 
SeNAtuen— 7 eS pL As D, -Lb 

PHYSIC) 

NA 


Lobe ep _LLAL, “x4 oe A et 


‘Zc. NAME OF CEMETERY OR i TORY 72d. JOCATION pace town, oF rs tote) 
fice Zo 
i its nbd iid SPE I. { 
OW) LY beZiak Wd owe /V 1 eu 


dl 


| director, 


fil 


6 


e 


Pages 1 and 2 show 


ined by the attending physician and campletely filled in by the 
Then please remave carbon papers. 


MEDICAL CERTIFICATION 


~ 
© 
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© 
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< 
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> 
= 
a 
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jaspital ar attending physician. 


2 


page 3 should be de! 


fer this certificate has been 
med for use as the burial-transit permit. 


the registrar prior ta burial, crematian, or remaval, and in any event within 72 haurs after death. 


< TO HOSPITAL OR A’ 
may be retained by 
TO FUNERAL DIRECT 


fr 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0391 


3911 CERTIFICATE OF DEATH me Zi 


3 ae RESIDENCE (Where deceased lived. If institution: Residence before admission} 


Ma: aryland b. COUNTY 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town} 


Baltimore City 


1. PLACE OF DEATH 
Carroll 


b. CITY OR TOWN (IF outside corporote limits, write 
RURAL ond give nearest town) 


Rural-Sykesville Ma ‘land 


¢, LENGTH OF STAY IN 1b 


«: 


Y { f 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (c).] 


INTERVAL BETWEEN. 
PART I. OEATH was cause By. Cardiovascular accident 


eT 1D DEATH 
Tenth. 


HOM EDDCAWSE(@)2 eee ge eee 


£ d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
- ae OR INSTITUTION .ON A FARM? 
is 7 Springfield State Hospital 413 Calvin Avenue ves (] No TB 
e 

3. NAME OF Fi idl 4 
4 DeCeASED hee Middle fost fuel Month Bay Year 
$ (ype or print) Ella Belle Haupt DEATH 4 4 1957 
3 S. SEX 6. COLOR OR RACE | 7. phen NEVER MARRIED [-] | B. DATE OF BiRTH %. AGE (In years [IF UNDER F YEAR] IF UNDER 24 HRS, 
= or ‘Months Min. 
é Female White |wooweopg oworceol] | 9-20-1881 ‘4 
gc 9 USUAL SS daalgle (Give kind Gs ise ed 0b. KINDLQF BUSANESS OR INDUSTRY] 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
es fing most of working life, even if reti ) 
a / (| G7ETIC Maryland GS. 
5: s I I3.SFATHER'S NAME ta, MOTHER'S MAIDEN NAME 
ow / 
= / Edgar Lankford Ella Belle Overton 
8 18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
§ Yes, no, oF unknown) If yes, give wor or dates of varvice) =, 
7" — Hospital records 
8 
8 
a 
$ 
= 


Yaad DUE TO 


Gogalfienyn ttn: aie Generalized arteriosclerosis 


gove rise to immediote 
cotse (0), stoting the under. ( OVE TO 
lying couse lott. o 


‘ansit permit. 


fter this certificate has been signed by the attending physician ond campletely filled in by the 


‘© HOSPITAL OR ATIENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Poge 4 


es 
5 
2 
g 
s 
£ 
= 
= 
cS 
Ff 
= 
o 
£ 
§ z 
2 ae $ Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|!9. ee ee 
Eas O|§ Chronic Brain Syndrome associated with cerebral arteriosclerosis with ves] nog 
“4 § & [200. ACCIDENT WAS UNDERLYING [1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter a * injury in Por? for at thot 9 189 
’ 3 7m & 1 OR CONTRIBUTING (1 CAUSE OF DEATH 
4 3 & |(F eFTHER, NOTIFY MEDICAL EXAMINER) 
3 & z 20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, H ‘20#. (City or town) (County) {Stote) 
B28 8s 6 Hour 0, m. While Not while foctory, street, office bidg., sah; 
3 E = p.m. 19 fot work [7] of work [J 
ie 2a 21. | certify that | attended the deceased from__.March.13__, 19.57Z_, to. April 4..._.., 195'7..,that | lost saw the deceased 
Sj 3 alive on___ April 4 +_____, 12.5'7.___, and that death occurred at_11:15.M, fram the causes and an the date stated abave. 
<l iS ADORESS (Street, city or town, stote) DATE SIGNED 
Y: hae actu, 
ZE22 /| [Bertin o. _.__ Springfield State Hospital 0 
oe = ae ertrude M. Gross, 
222g i) a ae ee ee 
33 fe J Re. BURIAL, CREMATION, | 72. DATE THEREOF ‘OR CREMATORY Td. ie be Ft jwn, oF ey {Stote} 
a2 oo a REMOVAL (Specif} a F- o” ” 
Dare: "Leet 4 
= 


~ [23 FUNERAL Dire SIGN e REC'D BY REGISTRAR | 246, . rs a 
‘ 2 
r pare Zo Wu LZ CALA 


-< T 
ba 

ea 
Red 
oe 
aS 
NY 

A 


ry 
= 
2 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 3 g 13 
3912 CERTIFICATE OF DEATH 


Reg. Dist. No. 


cm 
3 & 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceored lived. If institution: Residence before admission) 

3 8 a. annie .  b. COUNTY 

es Carro i ‘i arvland Washington 

£ fo b. CITY OR TOWN (If outside corporote limits, write [¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

A RURAL ond give nearest town) 

ao i moe 2 bdays stown 

i = d, NAME OF HOSPITAL (If nat in hospital, give street address) e. tS RESIDENCE 
a) * Jo ou INSTITUTION Sapert & ON A FARM? 
s) 2S efi Z S. Cannon Avenue Ves) oa 
2 6 3. NAME OF First Middle lost 4. DATE ‘Menth Day Year 

= sy DECEASED | = ee BPRTIF eS 5 fad 

- Cees) rvey Rlaine RIZLER etd April 2 19 57 
= o 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED [7] | & DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 a a lost birthday) [Months] Days | Hours] Min. 
= Male White WIDOWED Divorced [] 9-1 9—f 19-00 76. ys. 

& 10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY TT, BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Fy during mast of working life, even if retired) a 

Hs / Carpenter ez GLE Pennsylvania eetke 

2 13, FATHER'S NAME y) 14, MOTHER'S MAIDEN NAME 

Fe ; 

3 Henry Hertzler Sara 


° 
e 
~ 
a 
£ 
7: 
= 
ey 
2 
2 
a 
€ 
8 
8 
el 
FS 
5 
Ps 
a 
a 
‘S 
= 
a 
2 
= 
cl 
c 
z 
r] 
® 
= 
> 
) 
z 
=. 
ie 
S 
2 
s 
3 
Ee 
2 
9 
«3 
5 
8 
Z 


We WAS a IN U, S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17, INFORMANT Records 5 rom Address 
ee es {Hf yes, give wor or dotes of service) 3 4 30 me a s, ma" ah 
é hot known Svoringfield State Nospital - Sykesville ad. 


18. CAUSE OF DEATH [Enter only one cauie per line for (a), (b), and (c)-} INTERVAL BETWEEN! 


< 
3 
[5 
£ 
5 
2 
« 
g 
¢ 


5 
a 
o 
a 
© 
3 
8 
e 
4 
ry 
€ 
= 
g 
& 
a 
Pa 
& 
= 
- 


PART |. DEATH WAS CAUSED BY: ion, = 
| IMMEDIATE CAUSE {o} Coronary Occlusion inutes 
: DUE TO Pulmonary Mmphysema Approx. 
Conditions, if ony, which o E tof be D years 


gaye rise ta immediote 
cotse {a}, stoting the under- 


lying couse lost. to. Generalized Arteriosclerosi 10 years+ 


-transit permit. 


the registrar prior to burial, crematian, ar remaval, ond in any event 


€ 
o 
‘2 Al Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Was autorsY 
ra Q es 2 
<9 < yes] no 
rss  [ 200. ACCIDENT WAS UNDERLYING C)__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port II of item 1B.) 
fae & | OR CONTRIBUTING LC] CAUSE OF DEATH 
pad © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
35s & [20c. TIME OF INJURY Manth, See Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) (County) (Stote) 
3.22 rat Haur 0. m, White Not ile foctory, street, office bidg., etc.) $ 
= = p.m. Jat work [] of work { 
= 
<2 C6 er Z 
g20 21. | certify that | attended the deceased from... lon to AIL 2s 2. , 19.5 that | last saw the deceased 
2 : 
ei alive on_____. PEE nc Bsciins ponte and that coe Sette at3.200_ JPM, fram the causes and an the date stated abave. 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certi 


: 4 ee TORE ADORESS (Street, city of town, state} DATE SIGNED 
7. . : Ty 2 } 
ers | (Sette 0 uo, Smringfield State ! 2051 
£a2 / 
ole PHYSICIAN'S KR ur 
9 < 2 NAME (Type) f 1A AR! RT N _G 0 & iS M in ee 
SE° Zc. BURIAL, CREMATION, | 22b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) ‘Stote) 
~> 8 MOVAL (Specify) 
Ege fal Rose Hill Hagerstown Md. 
Se 23. FUNERAL DIRECTOR'S cea ADDRESS: 2éo, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs,als,u Fred W. Kraiss Hagerstown, Md. ome BPS LO He ttez ZL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = UY UA 


a ) 


(03914) 
» 3913 CERTIFICATE OF DEATH REP Nat, ore 
& ae 8. . No, 
3 ' 1. Wecstes DEATH ee ee (Where deceosed lived. If institution: Residence before admission) / 
3 : / 
es Carrodl MARYLAND || ° Maryland ° NY Montgomery y 
or] igi b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neares! town) 
RURAL ond give nearest town) a of 
Syxesville 10 days /s 2, Silver Spring 
44 d. NAME OF HOSPITAL {If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
ial } OR INSTITUTION: he ON A FARM? 
am Springfield State Hospital 808 Silver Spring Avenue | vs( nok 
5 3 NAME OF First Middle lost 4. DATE Month Day Yeor 
A {Type or print) Joseph Thonas HEWITT DEATH April 24 19 57 
Ey 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [1] | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost mer Months | Days Min. 
: M W wiboweD GM ——_bivorcED [} July 23, 1870 ys. 
/ 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
I _| | during most of working life, even if retired) 
9|_ -Unkneowa Meter Reader|Sub, Sanz Commission Canada USA 


. 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Richard Hewitt Julie Dowling 
15, WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
|] lies 0. oF unknown} {IF yes, give war or dates of rennice) 
; No = Unk. Springfield Hospital records 


18, CAUSE OF DEATH [Enter only one couse per line far (0), (b), ond )) INTERVAL BETWEEN. 


ONSET AND DEATH 
PARTI. DEATH MEDIATE Cause oy__Generalized arteriosclerosis 


of » DUE TO 


Then please remave corban papers. Po 


|, Crematian, ar removal, and in any event within 72 haurs ofter death. 


Conditions, if any, which b) 
gove rise to immediote 


couse (0), stoting the under, ( OVETO 


gned by the attending physicion and completely filled in by the 


transit permit. 


lying couse lost, {c) 
Past 11. OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO CEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[0)] 19. Oe Pee 


Chronic brain syndrome associated with senile brain disease. Broncho— ves] NOR) 


200. ACCIDENT Was U UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 18.) an 
‘OR CONTRIBUTING CL] CAUSE OF DEATH : sae ee 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, Doy, Year {20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, £20. (City or town) (County) (Stote) 
Hour o. 9. While Not wile foctory, street, office bldg, etc.) t 
p.m. lot work [7] of work H 


21. E certify that | attended the deceased ara 24. 192 thotll last, sawilhve ideewused 


jing physician. 


fter this certificate has been 


ed for use 


3 
B 
© 
2 


MEDICAL CERTIFICATION 


spital ar cite 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours ofter deoth: Page 4 


om 5 = alive on___. April 2 ae, ales pil -< |, and that death Baccrcad at 03 2 _ Am, from the causes and on the date stated above. 
* B ADDRESS (Street, city or town, stole) DATE SIGNED 
ese /| [Suh Valls 5 W, VYUAYUSO no... Springfield State Hospitel 4 [24/57 
©o2 

3228 Nawetien__Walther H. Sonnenfelg, MD. Sykesville, Maryland 
3 z ? Ro. a On: 7b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY ‘22d, LOCATION (City, town, oF county) (State) 

B2 2s 4/26/57 Rockville Cemetery Rockville, Montgomery Co., Md. 

or ae ey ERAL as ‘ADDRESS Ma 2do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

¥s,A15 (0 Silver Spring, Md. lone A-Z Zs 7 Wet 


3A Avaung 


dd 


Dano 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 039 15 
014 CERTIFICATE OF DEATH ; 


ed 


> 
ate, Reg. Dist. No. o> 
3 ¥ 2 couR 2 boned, icine {Where deceased lived. If institution: Residence before admission) 
= i b. COUNTY 
$2 ARROL nanan || DLL 26) Laergs Baad 
te b. CITY OR TOWN (iF ouhide Shege pe write [¢. LENGTH OF STAY IN Ib QIN (If outside corporote limits, write RURAL ond give nearest town) 
&’ RURAL ond give nearest town) ¢ 
s ba Foes thi Po coy saa (j« CM LADLE Diep. é LOE: a hyve es 


JOSPITAL (If not in ee 2 nee address) ve. 1S RESIDENCE 
Axl oR INSTITUTION = ON A FARM? 
Vidal, hitpd pose by, AZ LA eT) no Z}— 
3 NAME ae First Middle Lost 4, DATE Manth Day Yeor 


~ Y 
OF 
tie pion 9/7. 2 BLAU ICE Mie Ban CHidel 20 WS? 
St Dy 6. COLOB OR RACE |7. married (C] NEVER MARRIED [] yy DATE OF BIRTH FAG Cite IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Jost irthdoy| Month: H in. 
tL wiooweo Ee divorce [J 7 ZZ. LE £6 ZL Re Ae es eae 
LL USUAL OccuPATION iGresibreiel work eu | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Nila Janenl trl 5.2 2tt \CL-S- - 
ell hamnnetll 14, MOTHER'S MAIDEN NAME yy, 
‘GLIAL BS oh, ate 4 
eae DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCTAL SECURITY NO. [17. TRFORMANT address 
iene (HF yes, give wor or dates of service) 
Zorn 279 Ky -H26 Artaee py) Md Lap a ded 0 - 


| [18. CAUSE OF DEATH [Enter only one coute per line for (0), Bl, ond (ch ] “s om INTERVAL BETWEEN A 


ONS IO DEAT! 
PART 1. DEATH WAS CAUSED BY: 
UMMEDIATE CAUSE (aA ee AAA 5 LA AA TA al A fy 


Pages | and 2 sho! 


ite be executed within 24 haurs offer death. Page 4 


ical 


Then please remove carban papers. 


Z . DUE TO 
Conditions, if ony, which n@yY ENS A> o\) \ aEADAA LAN’) 
wv, 


gove tise to immediote 


cose (o}, stoting the under ( DUE To O 
lying couse lost. fe 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Hay} 19. ae 
we Noe 


20a. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, ; 20F. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 Jat work [J ot work [J 


gt | ottended the deceosed from _{_A2 “3D |, 19ee_. fhat | last sow the deceosed 


aS}. ol 4 hot deoth A from the couses ahd an the dote stated above. 


*) (Street, cif’ or tayn, stote® TE SIGNED 
&, ‘ i > 
[220. BURIAL, CREMATION BigneaN | 7b. DATE THER THEREOF | 2c NAME OF CEMETERY OR CRE iE OF CEMETERY OR "CREMATORY 22d. ip ‘ATION (City, town, oF count (Stote} 
EMO pec 
LEED Orie 2 x7 ty Lela Casa 2 A 


23. min DnecTOR’S SIGNATURE REC'D “a REGISTRAR | 24b. REGISTRARS SIGNATURE ee 
4 . bi 
e b) - Dr Af ar. r-() LLL 


The law requires that the death certifi 


MEDICAL CERTIFICATION 


fter this certificate has been signed by the attending physician and campletely filled in by the 


aspital ar attending physician. 
ied far use as the burial-transit permit. 


the registrar priar ta burial, crematian. ar remaval, and in any event within 72 hours after death. 


may be retained by 


TO FUNERAL DIRECT! 
page 3 shauld be di 


TO HOSPITAL OR ATTENDING PHYSICIAN. 
2 hi 


& 
> 


a 


2a 
PS 
& 


ay 


¢ °K fiVTMiNe at / . 


repre, Ua 


AP rao 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3915 CERTIFICATE OF DEATH 3916 


oll 


" f ‘ Reg. Dist. No. 
ssf & 
ae ( : 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
32 ~~ ra arro marvianp || & STATE =r b. COUNTY 
Se 


¢. CITY OR TOWN {IF outside corporote limityy write RURAL and give nearest town) 


b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL and give neorest town) s 
niontown years 


niontown 


id d. NAME OF HOSPITAL (If nat in hospital. give street oddress) d. STREET ADDRESS * e. 1S RESIDENCE 
‘| “A OR INSTITUTION 7 ON A FARM? 
3 yes (] NoG : 
E 2 wa ie i First Middle Lost 4. Bae Manth Day Yeor 
3 eae 88) Na: E. Hoch re deh 7 19 
3 5. SEX 6. COLOR OR RACE | 7. MARRIEDJe] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= lost bithdoy) [Months] Doys | Hours Min. 
emal White wiooweD [] oworceo[} | June 12, 1894 627. 
10. USUAL OCCUPATION (Give kind of work done] T0b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
j during mast of warking life, even if retired) 
: House Owh home Penna, U.S.A. 
I \J13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
/ Samuel W. Carman Rebecca Jane Snyder 


i S. WAS DECEASED EVER IN U. S, ARMED FORCES? |16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
4 | Be 222 teow Wij giicloratiar Unio Graaetiie| 
no none R ohn H. Ho Uniohtown, Meryland 


18. CAUSE OF DEATH [Enter anly ane couse per Ji€br (a), (b). ond (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o! = 


140% DUE TO 
Conditions, if ony, which rf 


gove rise 10 immediote 
cause (0), stating the under. ( DUE TO 


lying couse lost. (¢ 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 


PERFORMED? 
yes] no] 
200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port 11 af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
120, TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED — | 20e. PLACE OF INJURY {Home, form, | 20F. (City or town) (County) (Stote) 
Hour o. 9. While Not while factory, street, affice bidg., etc.) ‘ 
pm. W fot work [] ot work CT] i 


21. 0 certify thay! att 


Then please remove carbon popers. 


z 
Q 
ze 
S$ 
= 
me 
& 
Vv 
2 
3 
Fr 
z 


fter this certificote hos been signed by the ottending physician ond completely filled in by the 


ed For use as the buriol-transit permit. 
the registror prior to buriol, cremotian, or removol, and in ony event within 72 haurs ofter death. 


ospitol or offending physicion. 


he 
At 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours afler death: Poge 4 


& alive an_. 
crib ACTUAL : 
yes SIGNATURI A 77 |. é 
242 r 
S43 PHYSICIAN'S N ; cs 
e<2 NAME (Type [T- 7 $4 VD set A It OLY 2AhIPGEL/ (Pp 
$ 2 be Zo. BURIAL, CREMATION: ‘2b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (State) 
>a. H - : 7 
ene Bortat” April 9, 19 Church of God Cemete Uniontown, Maryland 
2 23. FUBERAL DIRECTOR'S § 2b, a 2 y, 
$5 (4) - é al ! 
ys Aisa AER ou, 1 AOE D 7 diA-Ch 
et Le he 


f 


that the death certificate be executed within 24 hours after death. Page 


quires 


haspital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


filed with 


s 


Pages 1 and 2 sho 


After this certificate has been signed by the attending physician and campletely filled in by the 
Then please remove cor! 


ed far use as the buriol-transit permit. 


] 


may be retained by 
TO FUNERAL DIRECT! 
page 3 shauld be di 


Bonar 
deat 


the registrar priar to burial, crematian, ar remaval, and in any event within 72 hours afte: 


VS AIS (4) 


1 


5M 9/55 


{ 


R) pe Zaye 
MARYLAND. STATE ( DEPARTM ENT OF HEALTH—BALTIMORE, 18 93917 


~ a D1¢ Cc RTIFICATE OF DEATH negibeie b7 


UL|1. PLACE OF DEATH 
‘9. COUNTY 


2 Kaas een (Where deceased lived. If institution: Residence before odmission} 


Carroll marviano {| ATE Mary] and ocomn 
b. tn coal SCS lag las limits, write] ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
u 'Sykesville| i mos, 23 dy Baltimore 2h 3yo/ - y 
he d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: ad e, 1S RESIDENCE 
5) Nmbringfield State Hospital 227 North Curley Street YET] nop 
3. NAME OF First Middle lost 4. OATE Month ve 
eee John Ernest HOWALD aw Wertl «= 57 
5. SEX COLOR OR RACE |7. MARRIED [5 NEVER MARRIED [] | 8 OATE OF BIRTH (in years [IF UNDER 1 YEAR| IF UNDER 24 HRS, 
Px | w mmomny. emis) hugust 15, 1690 _ | Be [ee er | Pen] oe 
100. bed b eS abagel seie AG bau wits done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
I ae Gas Station ttendan’. Switzerland USA | 
A 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Fritz Howald Mary Ann -- 


15. WAS DECEASEDEVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, a0, oF uekagwn) lit yeu. give wor or dates of vervice) - - = da 5 . 
}} No = 212-03-9175 Springfield Hospital records 


18, CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c}.] 


PART 1. DEATH WAS CAUSED BY: i 
EATTMEDIATE CAUSE fo Acute pulmonary embolism 


INTERVAL BETWEEN. 
ONSET.AND DEATH 


es 


OueTONS 7 . 
Conditions, iffony, whith hrombi about infected urinary bladder 


weeks 
gove rise to immediote one meumonLa 
cote (o}, stoting the under- { OVE TO C er , days 
Lites Wee © hronic nephrosclerosis years 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. tats apd 
Chronic , brain Ss drome asscciated with cerebral arteriosclerosis with MED? 


eo mNo of 


0d ACCIDENT WAS UNDERLYING C1 ]205, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Port lof Tem 1B) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Poe TIME OF INJURY “Mooth, “Day. Yeor [0d. IURY OCCURRED. [20e. PLACE OF INJURY (Home, farm, 120% (City or town) [Cowipl State) 
Hour 0. m. While Not sti Pectetyrislvesl OrFrerewe) 
p.m. 19 Jot work [7] ot work ur 


21. 1 certify that | attended the deceased from. Sais 294., 1926, ta April 2. ___., 19, 2/L.thot | tost saw the deceased 
alive on, 2pril 2, ibe. and that death ae at 10 :50Fm, fram the causes and on the date stated abave. 


MEDICAL CERTIFICATION 


ADDRESS (Street, city or town, state) DATE SIGNED 
SeNATUR , ..._ Springfield State Hosni 


=~ 


Nantinng Walther H. Sonnenfeldt,/! Ds Sykesville, Maryland 


‘Zo. BURIAL, Cisne Wb. apes eer 22c, NAME OF CEMETERY OR CREMATORY 22d. MACATION ity, town, or county) (State) 
REMOVAL (Sp : 
ny enti iNAD Ulivnnrk. 
iC; 2A, REGISTRAR'S SIGNATURE 
él 
=, fe v/s 
lap Mao rtnalitetrg 


a7 


3A NVI 


As) Z 
i} . I 
WA na92 
~mIUU Yr 


1B. CAUSE OF DEATH [Enter only one cave rr line for (0), (b), ond (c).} INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: SO0eeII 


WiMEDIATE CAUSE (0) 


Item 18. 


YAO.) DUE TO 


a, | MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 050 47 
rae EDICAL EXAMINER’S CERTIFICATE OF DEATH 
> 2 : Reg. Dist. No. 
3 3 E v Meee ied 2. USUAL RESIDENCE (Where deceozed lived. If Institution: Residence before admission) 
2 a. Carroll MARYLAND ©. STATE Maryland b. COUNTY 
Ze b. CITY OR TOWN iif outside corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [IF outtide corporate fimits, write RURAL ond give neorest 
$3 Svcs 
ge esviile Syrs.7mos slidays Baltimore City (2h) V 
its A ry he OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS Highland Avenue. * 5 seapme 
= és /5 |_Springfield State Hospital 1001 S, Storia ves) No DE 
33 <5 3. NAME OF First Middle Lon 4 DATE Month Doy Yeor 
ee 235 {Type or print) Charles George KLEIN DEATH April 30 1957 
= Pers 5. SEX 6. COLOR OR RACE |7- MARRIED [[] NEVER MARRIED 9K}j &. DATE OF BIRTH % pate Un pe {F UNDER pe IF UNDER 24 HRS. 
=gle : 2 
gis Malle White |wioowo  vorceogy | 12/23/08 TB. (Men igs he 
obs J 10a, USUAL OCCUPATION 1¢ kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slole or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
olin during Wor » even if retired) 
Sse / Maryland U.S.A. 
ap? 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
res: August Klein Barbara Welsh 
é S 2 A WAS ee ve IN U.S. eretb reece 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
oe es eee Re kate sane abees 
Hes es Springfield State Hospital records. 
z 
E 
s 
£ 


Conditions, if any, which ri) 
gove rise Jo Immediote couse 


3 
£ 
Zoo 
£55 (0), ttoting the underlying, OUETO Corervec 
202 ciel, e 
4 coute fost. 
a 2 os ra PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. ME Pele 
£6 3 5 Schizophrenic reaction, paranoid type. 240, : ves ge Oo 
a) & ]20a. EXTERNAL CAUSE WAS. /20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port § or Port It of item 1B. 
B23 © | PRIMARY C1] or CONTRIBUTING 3 ame oO hee cage 
2 teas {§ | CAUSE OF DEATH. 
Vos = 
gu 2 % | 20c. TIME OF INJURY —Month, Day, Yeor [20d. INJURY OCCURRED |20c. PLACE OF INJURY (Home, form, 1 20F. {Cily or town) (County) (Stote) 
37 a tear Whil Net whit factory, street, office bidg., arc) | 
© Sea 4 oO. m. ile lot ile 
229 2 pm. i ot work [J ot work : 
oe 
za 


21. | certify thot 1 took charge of the remains described obove, held an Autopsy i Inspection Inquiry [y. and find thot 
deoth resyftel from: Noturol couses [[], Accident (], Suicide [1], Homicide [], Undetermined couse [7]. 


* 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 


pe sy o~ 
Seg ACTUAL , : DATE SIGNED 
ce RON 8. : fe p, CHIEF MEDICAL EXAMINER [J 
Sa 2s ASSISTANT MEDICAL EXAMINER ["] 
Bag 

fee e Nama dames T, Marsh, M.D. DEPUTY MEDICAL EXAMINER [XJ 4/30/57 
gist Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 

ie] 
pes 0° REMOVAL (Specify) : 

= By a = 5 A g Q jeuN ayn Ba imore a ang 

23, FUNERAL DIRECTOR'S SIGNATURE 4 7 BR LO ‘24a. REC'D BY REGISTRAR | 24b. pace 'S SIGNATURE 
VS. AISME(S) 7.) é 


VAL 


DATE . 23 / 5 


ed 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 _ 039 
3918 CERTIFICATE OF DEATH 


2 Reg. Dist. No. 
oe 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before admission) 
ii ie 
53 F nas Carroll MARYLAND sai Maryland b. COUNTY 
She b. Hey OR TOWN (If outside corporote fimits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
4 URAL ond give nearest town) 1 0 Balanmore 
se 5 kesville yx. 10 mos Yo! / 
3 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS . 1S RESIDENCE 
2d = OR pa 8 E Str ON A FARM? 
5S 15 Bet aie Sette: bs 53 Eutaw eet ves C1] NoX) 
5 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
3 (Type or print Phoebe Elizabeth Lawson beat = April 25 1957 
oO 
o 
2 


5. SEX 6. COLOR OR RACE } 7. MARRIED [] NEVER MARRIED Oo B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| tF UNDER 24 HRS. 
tost birthdoy) 
Female White wipowen @] —sivorceonf] | = 7-30-77 19. (ae 


10a. USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 


€ during most of working tif iF cetired| 

g /| “Housewite oe - South Carolina UTS. Ay 
er" \ 13. FATHER'S NAME 1a, MOTHER'S MAIDEN NAME 

5 I Ruben Cassidy Catherine J. 

5 


cs WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(¥en, 19. oF unknown) (IF yes, give wor or dotes of tarvice) 
9) 9 Hospital records 


18. CAUSE OF DEATH [Enter only one cause por line for (0), (6), ond (c}-] 


epliaces Micra cae Hypertensive cardiovascular disease 
x 


HUSK DUE To 

Conditions, if any, which ) Generalized arteriosclerosis 

gove rise to immediote 

couse (0), stoting the under. ( DUETO 

tying couse lost. {c). 
Pasy Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 


ee Ape orain syndrome ) Ri dated , with disturbance of metaboly gn, roa a 
h LOD 1) D 2 an a ae ves im) Ne) Qa 
sae ACCIDENT ae Tanetene OF 20b, DESCRIBE Tow INJURY OCCURRED. iam noture of injury in Port | or ror uw = item 18.) 
‘OR CONTRIBUTING (] CAUSE OF DEAI 
(IF EITHER, NOTIFY MEDICAL EXAMINER), 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


years 


Then please remave carbon popers. 


|, cremation, ar remaval, and in any event within 72 


years 


the buriol-transit permit. 


z 
Q 
2 
$ 
= 
4 
BA 
Vv 
3 
a 
3 
2 


After this certificate has been signed by the attending physician and campletely filled in by the 


hospitol ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


ro] 20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F, (City oF town) (County) {Stote) 

3 Hour 9. n, While Not while factory, street, office bldg., etc.) 

5 p.m, 19 Jot work [] ot work C] ; 

= 21.1 certify that | attended the deceased from. ne 9DS) to Ne 25 2, 195 Lathat't! lost sow the deceased 
aa 5 alive an__. 2. 2. ke ‘ova and that death occurred atLsLO_A.M, fram the causes and an the date stated above. 
s a ADORESS (Street, city of town, stote} DATE SIGNED 
38 35 AcTUAL Glad, Setuutuplde wo Springfield State Hospital 4/25/57 
€arna 
e288 NAME (Tye) i_oertend Sonnenfeldt Sukesvilies lee 1 
S89 7b. DATE RG oe LOCATION (Gif, town, oF county) {Stote) 
pee: |+"2i. We Mt [Lraaitonag Lael AY amor 

re 


py 
Se 


falas a ee Maa. REC'D BYREGISTRAR SRG REGISTRAR'S Fonsarune 
da Lh, LL Zooe| wand 3e/l7 | CG: Merry g 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 3! 19 
CERTIFICATE OF DEATH Reg. Dist. ‘4, 33 


2 Hg set cant as (Where deceased lived. If institution: Residence before admittion) 
°. 
Carroll MARYLAND Maryland 2 COUNarred dT 
¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


'b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib. 
2 YrSe x2 Mt. Airy 


RURAL ond give nearest town) 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) | d. STREET ADDRESS 


Mt. Air 
. IS RESIDENCE 
OR INSTITUTION 7 ON_A FARM? 


ves nog] 


3. NAME OF First Middle t 4, DATE Month Yeor 
DECEASED 


los Do 
(Type or print) CHARLES Be Lik ®. Beat A e rif 22 19 


5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR] IF UNDER 24 HRS, 
male hite |woower fj overeo fl | Aur. 2, 1894 


ra bithdoy) [Months] Ooys Tee Min. 
yn. 


18. CAUSE OF DEATH [Enter only one couse per fine for (0), (6). ond (c)-] 
PART 1, DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


ia IMMEDIATE CAUSE (0) 
Le buE TO 
Conditions, if any, which (o 


gave rise fo immediate 
couse {o), stoting the under- UE TO 


me 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= during most of working life, even if retired) as a 
8 Salesman Real Estate Virginia U.S. 
& 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 Robert E. Lilly ? Morris 
3 yo WAS Liat wen U.S. eae el ld 16. SOCIAL SECURITY NO. {17, INFORMANT Address 
teen fu ge Weel ocnley tid 4 
iS no 215-14-6959 Robert Lilly, Waynesboro, Va. 
2 
“s 
e 
é 


v lying couse fost. 
€ RiOe couse tort. {c) 

e F3 Part il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o)]19. WAS AUTOPSY 
3 8 

6 3 yes] Not] 
H © 200, ACCIDENT WAS UNDERLYING [)__] 0b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port il of item 18.) 

. E | oR CONTRIBUTING LD CAUSE OF DEATH 

3 i | (Ur EITHER, NOTIFY MEDICAL EXAMINER) 

: 2 ae ee 
§ § [2c TIME OF INJURY Month, Day, Yeor [20d, INJURY OCCURRED 206. PLACE OF INJURY (Home, form, T20F, (City or town) (County) Gote) 
. a Hour o. 1. While. Not while foctory, street, office bidg., etc.) ' 

e = p.m. 1 [ot work [] ot work [J H 
3 
i 21. | certify that | attended the deceased from_S@tem ber 956, tc April , 19S_Z,that | lost saw the deceased 
4 2. 4 
5 alive bevt April ft . 257, and that death accurred at A{9OP,M, fram the causes and an the date stated above. 
2 


ACTUAL 
ate UES, Corbitt Y ns 


¥f: 


priar 
~ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hours afler death: Page 4 


3 eevee WB. C u/wel/ . 

> ‘20. BURIAL, CREMATION, | 22b. DATE THEREOF Zac, NAME OF CEMETERY ORPCREMATORY ‘72d. LOCATION (City. town, of county) {Stote) 

He teva Hiowaré 00. Maryland 

2 SS 23, FUNERAL DIRECTOR'S SIGNATURE ” ADDRESS 2da. REC'DBY REGISTRAR | 24b. REGISTRARS SIGNATURE =. 
vsarsin C. M. Waltz, Winfield, Maryland oar ALG /5 Cte ‘SX 77 


Ze; 


5A ivaund 


Warsedl 
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° 
£7.) 
S 
ig 
S 
73 
s 
a} 
iS 
3 
3 
= 
= 
S 
= 
=. 
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ra 
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om! 


an papers. Pages 1 and 2 sha 
death. 


by 


Then please remove 
, cremation, ar remavol, and in any event within 72 hye 


After this certificate has been signed by the attending physician and completely filled in by the 
hed for use as the burial-transit permit. 


e haspital or attending physician. 
the registror prior ta burial, 


may be retained by 


TO FUNERAL DIRE 
page 3 should be de’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 3 r 2 
3920 CERTIFICATE OF DEATH cosa 


¥.. er 2 blade hy RESIDENCE (Where deceased lived. 11 institution: Residence befare admitsion) 
Ly o. b. COUNTY 
Carroll eee Maryland 


b. CITY OR TOWN (If outside corporate limits, write jc. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limils, write RURAL ond give neorest town} 
RURAL and give nearest town) A : a 
ykesville 18 days Baltimore 6 gVol-ts 


d. NAME OF HOSPITAL {if not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital L450); Woodlea Avenue ves] No 


3. NAME OF First Middl 4. DATE ¥ 
DECEASED ses iddle lost Month Day er 


OF 
(Type or print) Margaret LITTLE pert — 3 sae 
5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [-] |. DATE OF BIRTH * fost hoor) hoor] Min 
4 layt birthdoy) Days | Hours | = Min. 
wivowen} —_ovorceo) | December 21, 1872 up 


1a. rom ‘OCCUPATION a kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


None Maryland USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


= 
Henry - GE7ZLL Margaret - 
re WAS hone pit U.S. oe ose 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
eerie pale eras ora) Pe wee: 
ee - Springfield Hospital records 


16. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), and {e).] BNER a BETWEEN 


. SET AND DEATH 
PART I. DEATH WAS CAUSED BY: um 
| IMMEDIATE CAUSE (0) Pronchopneumonia 


Conditions, if any, which ertensive cardiovascular disease 
gove rise to immediote 

cause (a), stoting the under- ( OVE TO 
lying couse last. (g 


Part ae Bi SIGNIFICANT Coma CONTRIBUTING TO DEATH ut Hon RELATED, to HE PMI nee See GIVEN IN PART 1{a)/19. WES eee 
ie) 
hronic brain syndrome associated wi cer. pral anette osclerosis veo No J 


ic Yeactvion 


200. ACCIDENT WAS § UNDERLYING. Ty | 208 DESCRIBE HOW INJURY OCCURRED. ae nature af injury in Part | or Port I of item 18.) 
‘OR CONTRIBUTING C) CAUSE OF DEAT 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, re Year |20d, INJURY OCCURRED 200. PLACE OF INJURY (Home, form, 1 20f. {City or town) {County} (Stote) 
Hour 0. n. While | Not ie feclory. street, office bldg., ete) | 
pom. jot work [] of wark ' 


21. | certify that | attended the deceased from... oT chs 1957, to.-ADFAL35__., 1997 that | last saw the deceased! 
alive sales wT, and thgt death occurred at_7: 30_4M, from the causes and on the date stated above. 


MEDICAL CERTIFICATION: 


ADORESS (Stree!, city or town, state} DATE SIGNED 
Mo. 3 


a Walther H. Sonnenféldt, M.D. Spictevitie, 


ans LOCATION (City, town, ar caunty) 
ALF Za CR = 
ADORESS 


ez. 


5 °A nvaund 


col 6 


D3 arsoal 


colt 


392% CERTIFICATE OF DEATH PE 


|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before odmission) 
0. COUNTY 


oe. b. COUNTY 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 {) 3 9) j 
G, 


I directar, 
filed with 


Carroll pielssind ee Maryland Balto.County 


b. CITY OR TOWN (If outside corporate fimits, write | c, LENGTH OF STAY IN 1b c, CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest town) 
RURAL and give nearest tawn) é 
S: All Llyrs.9mos. 2hdays Catonsville, 28, O55 5. 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. 15 RESIDENCE 
OR INSTITUTION ON _A FARM? 


pringfield State Hospital 00 Hazlett Avenue. ves no Ee 


3. NAME OF First Middh 4. DATE Ye 
DECeAsED ‘ist iddle Lost Manth fear 


Day 
poe William McCLANAHAN DEATH April 2h 1 ST 


3. SEX & COLOR OR RACE |7. MARRIED [] NEVER MARRIEDIE] | 6. DATE OF BIRTH 7 AGE in yoors [FUNDER VEARLIF UNDER 2 WS 
lost Korihdoy] DB He Min, 
Male White  |wirowe owvorceoC] | December 7,1912 is fe joys | Hours] Min 


100, USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


duging most af warking life, even if retired) 
I )\| “None - Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


William E, McClanahan ugth McGuinness 


48 WAS fe cca pit U.S. ee ei 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
fet, mown) Yen, give wor or datas of service) 
a Wo = = Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART. DEATH Mes Aitenus fo. Sub=acute glomerulonephritis weeks 


DUE TO 


®: 


Poges 1 ond 2 shal 


th. 


Then pleose remove corbon papers. 


Yond 7] 


Canditions, if any, which [s 
gove rise to immediote 
cause {a}, stoting the under. ( OVE TO 


lying cause lost. © 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10} 19. egy ia 
Schizophrenia, hebephrenic type, Bronchopneumonia. ves] nog 
200, ACCIDENT WAS UNDERLYING [7 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part § or Port II of item 1B.) 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1 20f. (City ar town) (County) (Stote} 
Hour oa. 7. While Not while factory, street, office bidg., ete.) 1 
p.m. 19 lat work (1) at work (CJ H 


21. | certify that | attended the deceased from,__culy 1, _, 1950_, to_ Ay rit 2h, __., 19.0_.,that | last saw the deceased 
alive on___April 2h, 1 (ies ond that death occurred at__& . from the causes and an the date stated abave. 


VELL LA ADDRESS (Street, city ar town, state) Yy SIGNED 


muscan's Walther H. Sonnenfeldt, M.D, 


peci 
Buria 6 , Ne athedra en Balto Md. 
Ey, RAL Siac SIGNATURE OD 4a. REC'D BY REGISTRAR | 24b, REGISTRARSAIGNATURE 7 
F Tihany Vg My Hate 99 10 y 
a i oh ae EE be FO. CAAA pitty, 


a 


After this certificote has been signed by the ottending physicion ond completely filled in by the 
MEDICAL CERTIFICATION, 


hospital or ottending physicion. 
hed for use os the buriol-transit permit. 


the registrar prior to burial, cremation, or removal, ond in ony event within 72 hours oft 


i* 


moy be retained by 
page 3 should be de 
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TO FUNERAL DIRECT 


3A NVIUN 


LSGr : 


MARGIN RESERVED FOR BI 


® 


PLEASE WRITE PLAINLY, WITH UNFADING INK. Supply eve 


VS. A1B 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (}3922 


) 3 929 CERTIFICATE OF DEATH Reg. Dist. No. ae 
1. PLACE OF DEATH: : 2, USUAL RESIDENCE (HOME) OF DECEASED: = 
COUNTY a on MARYLAND STATE Prog” + cota 


GHPY (If outside corporate Timits, write RURAL z 
OR and give nearest tosn) 
TOWN 


LENGTH OF STAY GHRY (If outside corporate limits, write RURAL and give nearest town) 
(in this place) or 


adr Xo TOWN 


HOSPITAL OR . STREET (If rural give location) 
g INSTITUTION 0} Cvembses 17 Frorees—| | ADDRESS ad BZ. 
10 ; 


STREET ADDREt 


4. ee (M ) (Day) (Year) 
DEATH: oe, ea 1957 

9. AGE last birthday :|ir uNneR 1 Year) ir UNDER 24 HRS. 
7 bie |Seese Days | Hours | Min. 


3. NAME OF (First) (Middle) 


Last) 
DECEASED: | UPA ILIV C.  Mig2Zer 


5. SEX: &. SOLOR OR 7. SINGLE, MARRIED, 8. DATE OF Bi ie 
DOWED, 

Mag | eae] 5/2/78 

“10a. USUAL OCCUPATION. Give kind of | 10b. KIND OF BUSINESS OR | 11. BIRTIPLACE (State or foreign country) : 


work done during most of working life, 
even if relied) Bee ge Loe 7 Abere.| Crlorr Ce. Ze 


13. FATHER’S a ° | 14. MOTHER'S MAIDEN 4 a 
15 Was Deceasep Ever IN U.S.ARMED Forces?| 16. Social Security No.:| 17. CLE & ADDRESS: = roa 2 


information carefully. The éorrect 


3 of death clearly and legibly. 


~ 


12. CITIZEN OF WHAT 


bah ts a 


(Yes, no, or unk,)| (If Yes, give war or dates of wea 


service) 
18 MEDICAL CERTIFICATION 


Interval Between 


1, DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 9 Onset And Death 
[940 Bin Ft /esmeacas 
Ttotate- cause ie. ae: eeeerartinaie odbc as lee a. 


DUE TO 
Antecedent causes (s) 
Diseases or conditions, if any, ae 
giving tise to the above caui 
Stating the underlying cause ast, DUE TO 


(c) 
ll, OTHER SIGNIFICANT CONDITIONS | 


Conditions contributing to the death but not 
related to the disease or condition causing death. 


19a. DATE OF OPERATION:) 19b. MAJOR FINDINGS OF OPERATION | 20, AUTOPSY t 
| Yes) No 

21. ACCIDENT (Specify) PLACE (Home, farm, factory, street, {CITY OR TOWN) (COUNTY) (STATE) 

SUICIDE office bldg., ete.) 

IOMICIDE PNSURY = 

TIME (Month) (Day) (Year) (Hour) |INJURY OCCURED HOW DID INJURY OCCUR? 

Or While at Not While | 

INJURY m. | Work 1) At Work ¢ 


22. I hereby certify that I attended the deceased from Pec. 


, to 
alive ony 19.4 7, and that death occurred at from ees causes “ on i. My, stated above. 


IGNATURE 4 (Degree or title) DRE: TE S oF 
: teas LA: S mM 
23. pasa Ege) | ae DATE lene. NAM Ble OF OR-GREMATORY | YVOCATI (City, GA a Hes 
A a id Penrod 
F RB 


Y 
DATE REC'D BY LOCAL} REGISTRAR’S eq. TURE 24, ERA 
EGISTRAR Ov | LC 
WAG ST. frtlorryn te. 


age is especially important. Physicians: please write the cause: 


“ *h qv5< : 


B rt 


in 24 hours ofter death. Poge 4 


~ TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed wi 


oral 


| director, 


FTES. with 


e 


Pages | ond 2 shou 


fter this certificate has been signed by the ottending physician ond completely filled in by the 


Then please remave carbon popers. 


|, crematian, ar remavol, and in ony event within 72 hours after death. 


the registrar priar to burial 


i 
& 
eas 
BBs 
5s 
a8 
o* 5 
£20 
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Paes 
o56 
358 
ee 
2 =5 
2.8 
o=U 
H 
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ao 
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3 
a2 
> 

a 
a2 
=" 
go 
© 
2% 
ion 

‘3 
SANS (4) 
15M 9755 


bee WAS ne EVER IN U.S. ge ge Re a 16. SOCIAL SECURITY NO. | 17. INFORMANT ddress 
eee eee s ak 
; 55009-2744 M aor Sop Ai 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 1 
QR items 2,12 Filmccli gay . 03923 


CERTIFICATE OF DEATH 


Du 8 F124 Site Reg. Dist. No. 
Ws aa OW 2% bare, e} (Where deceased lived. If institution: Residence before odmission) 
( Oy s it; . COUNTS: = 3 v 
ROL 1 — CWE LMELA’ RAAB PA 


b. CITY OR iat {If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib 
FR pirat and give necred town) . 


. CITY OR'TO if outside corporate limits, write RURAL and ‘give ntatett fown) 
YA /?_& Ww? + 


Los Angeles 


d. NAME OF HOSPIFAL (if not in hospital, give street oddress) d. STREET ADDRESS: «IS SAS 
OR INSTITUTION GNA FARM 
=, iti ia ae 9M 3 Ave |_vés CO] Nota NOD 


Middle Lost 4. la Month Day Year 


3. Bee AA i ef ODIPF | Slam Atti ome 7 


5. SERE 6. COLOR OR RACE |7. a NEVER MARRIED [] [8. OATE OF BIRTH 5, ia or IF UNDER | YEAR] IF UNDER 24 
pi wan : 
wioowen [GZ vvorceo [] 18 q9 ; Pit Hours] Min. 


10b. KIND OF BUSINESS OR INDUSTRY v. RRANGE Eee or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
aa 2 Lp AU. S. A. 


13. FATHER'S ye iL ‘ae 'S MAIDEN NAME 


HENMBE NRT. 100 7 eae “JELDS 


18. CAUSE OF DEATH [Enter only ane couse per tine for (o}, (b}. and (c).] iwtenvat berween 
c, - 
PART 1. DEATH WAS CAUSED BY: hn Fal - 
IMMEDIATE CAUSE (0 CA ee 


190, x DUE To 


Conditions, if ony, which 4 
gove rise ta immediote 
cctse (0), stating the under. ( CUETO 
lying cause lost. a 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}| 19. eae AUTOPSY 


PERFORMED? 
ves C] No 

20a. ACCIDENT WAS UNDERLYING Ou 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 

OR CONTRIBUTING C1 CAUSE OF DEAI 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

2c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 202. PLACE OF INJURY (Home, form, | 20. (City o¢ town) (County) (State) 

Hour o. m, While Not while foctory, street, office bldg., odd 
p.m. 1% lot work [J ot work [J 


ADDRESS (Street, city or town, state) < DATE sIGNeD 
ele wo. LO 9 © E Moan Letra 2 we! ES 
ens SOLS gewo L254. ee _pvioton hen 


MEDICAL CERTIFICATION: 


‘72a, BURIAL, CREMATION, | 22b. geile ‘Pit “NM E OF Wh) OR CREMATO! 22d. LOCATION (City, town, or county) State) 
we EMOVAL 5 ae + aoa 
One [. 


3 daa ” Wee Ze 
4 f 
eed UY I Ds ps ee t Cota, FV he 


ee ae es 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


al directar, 
filed with 


e 


ti 


Pages 1 ond 2 shal 


Then please remave carban papers. 


transit permit. 


spitol ar attending physician. 
fter this certificate has been signed by the attending physician ond completely filled in by the 


ed for use as the buri 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours after death. 


7 


may be retained by 
page 3 shauld be 


TO FUNERAL DIRE 


SM 9/SS 


ef 


BY 


vs AIS (4) A 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 TBR 
Items 5,10a, 9, 22c.22d FilmGelh h-25-57 et 
» 3924 CERTIFICATE OF DEATH ica gions 


1 bls ate) 2. Rene ee (Where deceased lived. If institution: Residence before admission) 
Hs et 
Carroll MARYLAND Maryland » COUN’ Harford 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give neorpst town) a ‘ ; 
fehry ton SO days Belair 
d. RET RUTOR (If not in hospitol, give street oddress) d. STREET ADDRESS: e. Let 
Henryton State Hospital 15 Lee Street ves] Nook 
3. NAME OF i 4, 
DECEASED , First Middle lost 7 Month Doy Yeor 
Mpesenecn) Ellsworth Westle Moore DEATH April 20 19' 
; , 5 ; ; {F UNDER 24 HRS. 
S. SEX Male 6. COLOR OR RACE |7. MARRIED (} NEVER MARRIED {5 8. DATE OF BIRTH 9. pearl asa = zen 
Male Negro _|wirowenQ pvorceo fl | November 8.18995 Afar. ea | 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
House work Domesti Maryland Ui 64 A 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Mark Moore Isabella Cox 
ag, re 
(Yes. no, of unknown), {If yes, give wor of dates of service) : - 
No 212-1)- D “lisworth W, Moore - 15 Lee Street 
18. CAUSE OF DEATH [Enter only one coute per line for (a), (b), ond (c).) INTERVAL BETWEEN, 
Pi m2 : 
| PART | DEATH OSIATE CAUSE fo sbro-vascular disease 
DUE TO 
Conditions, if ony, which o 


gove rise to immediote 
cotse {o}, stoting the ynder- 
lying couse lost. > yy ie 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo} | 19. te ory avg 


yes) no] 


200. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 16.} 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or lown) (County) (Stote) 
Hour 0. m. While othe factory, street, office bldg., etc.) | 
p.m. jot work [[} of work ([] 1 
21. 1 certify that | attended the deceased from 21, to 7 ann . 19.2 [that | last sow the deceosed 
alive on. April 120, 7 [ae ond that death accurred ot £2: OM, ‘fram the causes ond on the date stated abave, 
se ADDRESS (Street, city or town, stote) DATE SIGNED 
Seuttoe no. ....._._Henryton, Maryland 4-19-57 
PHYSICIAN'S d 
NAME (ype]_Te Fe Vestal, Superintendent Henryton State Hospital, Henr oA, 
Ro. BOA ReMAT ON? ‘2b. DATE THEREOF Me. axe OF CEMETERY OR Piakipag 22d. LO! es ele ap, pr county) (Stote) 
2 peci a 2 e . oe 
YPM) Le LS nibisdiaes vei *** Mthigasr Peck 
J JATURE c PA Tee e}2da. REC'D BY REGISTRAR ’|’2db. REGISTRAR’S SIGNATUR| 


te 


pate y= 22=57 LYvocck Fé. rf F4-Za0e. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 { ) 3 9 2 4 
M CERTIFICATE OF DEATH rep. bist, no, 7 


1. PLACE OF DEATH . .S 2. USUAL RESIDENCE (Where deceosed lived. IF institution: Residence before admission) 


9. COUNTY , ©. STATI b. COUNTY es ‘ 
Carroll ia bee bed Maryland Washington 


b. CITY OR TOWN [If outside corporate limits, write | ¢, LENGTH OF STAY IN Tb. c. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond gig mare fown) ‘ 
al — Sykesville since 3-5-56 || Boonsboro 2.1% 


d. NAME OF HOSPITAL (If not in hospital, give street oddress} d. STREET ADDRESS e. I$ RESIDENCE 
OR INSTITUTION ON _A FARM?* 


Springfield State Hospital] Route #2 ves} No] 


3. NAME OF Fint Middle Yeor 
DECEASED 


Day 
(lypecer print) Joshi Elias W 23 19 57 


=i 


| director, 
filed with 


Cs 


Poges | ond 2 sho! 


100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE {Stote or foreign country) 12. CIFIZEN OF WHAT COUNTRY? 

during most of working life, even iF retired) Uns 
armer and wood worker —~— Maryland nited States 
13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 
Ezra Moser Roseann Itnyre 
ae ? 116. . ] 17. INFORMANT g. a 
Uy Apeelg S leact ate MURR Rat ade pet a 16. SOCIAL SECURITY NO. IFO! r 5 Address Sykesville, Md. 
--- unknown Records of Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] 


PART. DEATH was causep ay. |-4 SJ POSTATACLoPaAR Pareto ate, 


U9 >» QUE TO 
Conditions, if any, which 2 ee 604 tleaorn 


INTERVAL BETWEEN 
ON 


Then pleose remove corbon papers. 
event within 72 hours ofter death, 


emit. 
% 


, ¢rematian, ar removol, and Then: 


gove rise 10 immediote 


co¥se (a), stoting the under. A »* 


lying couse lost. 


icion. 
cate has been signed by the attending physician ond completely filled in by the 


Part {OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN ese 19. WAS AUTOPSY 


— PERFORMED? 
PT ob) &-\errdhe JoraAun car ves NoO 

20a. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. {Enfer noture of injury in Port | ii y 

OR CONTRIBUTING () CAUSE OF DEATH 

(IE ELIWER. NOTIFY MEDICAL EXAMINER} —— 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 28e. PLACE OF INJURY (Home, form, | 20f. {City or town) {County) {Stote) 
Hoyr_g, m. While. Notaxbile foctory, street, office bldg., etc.) ; a 
p.m. 1% lot work [] of work ( 1 


21, I certify that | attended the deceased fram,__Marcb Sib... 1956, toa.___Apri1_23.., 19.5°7.,that | last saw the deceased 


alive an... April 22. = 1957____, and that death accurred at S325A4M, fram the causes and an the date stated above. 
4 ADDRESS (Street, city or town, stote) DATE SIGNED 


ospitol or attending physi 
MEDICAL CERTIFICATION, 


After this cer 
hed for use as the buriol-tronsit pe: 


hi 


; 


PHYSICIAN'S 
NAME (Type) Ma SS Sir} By me EM, 


{(Stote) 
Nk. MA na 4 NASH: Co- MIO 


2da. REC'D BY REGISTRAR | 24b. REC RAR’S SIGNATURE 
‘Sides 
DATE POLE " a 


the registrar prior ta buriol 


moy be retoined by 
page 3 should be de’ 
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TO FUNERAL DIRECT: 


wd 


MARYLAND STATE DEPARTMENT OF HEALTH~BALTIMORE, 18 9 3 g 9 
2996 CERTIFICATE OF DEATH a) eh 


Ik lil 2 Se (Where deceased lived. If institution: Residence before admission) ‘ 
: #1 Maryland 6. COUNTY Montgomery 


b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote fimits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


Sykesville |7 mos, 17 dys Spencerville 


d. NAME OF HOSPITAL {ff not in hospitot, give street oddress| d. STREET ADDRESS . IS RESIDENCE 
OR INSTITUTION z y ON A FARM? 


Springfield State Hospital ves @ NOD 
3. NAME OF First Middie Lost 4. DATE Month Day Year 
DECEASED OF 
fips or paint) Hanley James MULLIN DEATH April 95. oT 
5, SEX COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yoors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months 


‘ 
M W wipoweo BE —ovorceo[] | December 7, 1885 71 os. Wen er a. 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
i during most of working life, even if retired) | ee 
I Y Farmer wv. Llpe Jspes |___ Ohio USA 


ol director, 
filed with— 


. 


Poges 1 and 2 sho 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Richard Mullin: Martha Davis 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


“Toe [Smee ens 677 26 .h27h Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {e).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: Arteriosclero tic heart disease 


420.0 we 

Conditions, if ony, which ) Decubitous ulcer 

gove rise to immediote 

cotse (0), stoting the under. ( DUE TO 

lying couse lost. 7.5 © el 
Parr Ml. OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)/19. WAS AUTOPSY 


acture right hip. CBS assoc. with cerebral arteriosc erogis gith ves] NOY 


Then pleose remove carbon popers. 


200. ACCIDENT WAS UNDERLYING C1 eT one eae na fe RRED. (Enter noture of injury in Port | or Port Il of item 18.) 
an e 


RCE Not Rene ippe as he stepped from shower in bathroom. 


120c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY Ione, form, (20 ICiy orton) SS MGoun) SC) 
fou 2%. Whil Not while > ty, street, effice bldg., gtc. 
8 PR 3 6 87 tects | Hospital ward’!  sykesville Carroll Md. 


ADDRESS (Street, city or town, stote) DATE SIGNED 


io ae Springfield State Hospital ___/9/57__. 
Sykesville, Maryland 


ac. NAME OF CEMETERY OR CREMATORY C 2d, LOCATION.{E¥ty toynJor county) p 
Grice Let nezoW Ln |bices fil N44 ble / 

VS AIS {4 / a 
15M 5s ae (\|fox | i : {\ sme TRAE A aarp, 


After this certificote has been signed by the ottending physician ond completely filled in by the f 
MEDICAL CERTIFICATION 


o 


the registror prior to buriol, cremotion, or removal, ond in any event within 72 hours after death. 


ed For use os the buriol-transit permit. 


= 
Ss 
by 
% 
Be 
a 
o 
e 
€ 
ca 
° 
6. 
3 
on 
° 
= 
> 
re) 
= 
2 
2 
° 
2 
s 
i) 
& 


page 3 shauld be d 


= 
: 
2 
o 
a 
° 
3 
uv 
5 
°° 
Fs 
B 
& 
= 
Fo 
_ 
= 
3 
2 
3 
3 
e 
4 
$ 
é 
° 
3 
2 
° 
2 
& 
3 
£ 
3 
7. 
5 
£ 
3 
= 
$ 
cs 

& 
2 
z 
2 
5 
= 
é 
% 
= 
4 
‘a 
2 
x 
a 
° 
= 
8 
Ee 
q 
‘ 
6 
e 
« 
iS 
E 
& 
3 
=z 
° 
2 


TO FUNERAL DIRECT 


7 = 


| "A AVS 


Dy arco’ | 


al 


. MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 03927 
: Q CERTIFICATE OF DEATH ye 


200. ACCIDENT WAS UNDERLYING [] ‘20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED ‘200. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour While Not while: factory, street, office bldg., etc.) i 
p.m. 49 Jot work [] ot work [J ' 


21. | certify that | attended the deceased from October 20__, 19.94., to April 18, _, 192.7 that | last saw the deceased 
alive on_._ADril 18, 12.27.___, and that death occurred at_3200P m, fram the causes and on the date stated above. 


4 
Q 
= 
% 
go 
& 
i 
tv) 
z 
2 
6 
i 
= 


hed far use as the burial-transit permit. 
the registrar prior ta burial, cremation, ar removal, and in ony event within 72 haurs ofter deat 


may be retained by ibe hospital or attending physician. 


a -€ Reg. Dist. No. 
S 2 e Li ny PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If inuituion: Residence before odmfsion) 
Oo oO Je 
£ 33 Carroll MARYLAND || ° Maryland ee" 
=£ Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if outside corporote limits, write RURAL ond give neores? town) 
Fs RURAL ond give nearest town) 
7 : Sykesville 38yr , 8mo, 11dy¥ Baltimore City 2Vo/-u4 
2 ee d. NAME OF HOSPITAL (if not in hospitol, gi Ireet oddi . 
& 22 va AME OF HOSPITAL (net in hori eee sieeet oddress) d. STREET ADDRESS «. 18 RESIDENCE 
ae 3 be Springfield State Hospital 9 East lafayette Avenue ves C] Not 
° ec % 
ee als 3. NAME OF First Middle Lost 4, DATE Month Boy Yeor 
Sole DECEASED OF sf 
S 23 (Type or print) Mary L. MUTH DEATH April 18, 1p OF 
~ Es 
= >. = S. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIEO [3f | 8. DATE OF BIRTH % AGREES iF UNDER 1 YEAR] IF UNDER 24 HRS. 
~ 3 2 a ost _Disthdoy) Me ii 
= Ss i wioweo [] pivoRCED [] May 27, 1686 ie ai a a 
2 Eg I To. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 88 during most of working life, even if retired) 
Gi fo.e / Traveling Saleslad, stove company Maryland USA 
2 y a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
fb es 
oh George W. Muth Sallie R. Tracey 
=e 38 1§, WAS DECEASEDEVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17, INFORMANT Address 
= 8 Tes, no, oF unknown) IIt yes, give wor or dates of service) 4 
8 es No ~ Yard. Springfield Hospital records 
3 28 18. CAUSE OF DEATH [Enter only one couse per line for (0). (bf. ond (c).) INTERVAL BETWEEN 
vo fa PART |. DEATH WAS CAUSED BY: . i 
eee * IMMEDIATE CAUSE (o] sis, minimal, active 4 years 
5 =e FO ‘\ DUE TO 
= 6 Conditions, if ony, which 
” pa ae ()__ 
3 8 
ti 2 & coe (oe). ing the under DUE TO 
vee ving couse lost. ©). 
fe 
2 3 Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Hop} 39, fe Bead 
268 Schizophrenia, hebephrenic types. Diabetes. ves] No Df 
2 
eee 
Zoo 
gee 
ches 
aos 
9.8 
x -. 
ao 
Oz. 
Ze 
ee 
fe 
< 
« 
to} 
a 
= 
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= 
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= 
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i 
¥ 


aad} DATE SIGNED 
gs $GNttone_ CA ee : Mo. .$ 4/18/57 
az 
oa Name(s _=Gmund B. Lusthaus, M.D. Sykesville, Maryland ’ 
as TB ne RR in A tet A ee LE TOTES AI EL I TR TE ee Re Oe 
| 8 Zo. Pees pea ‘22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Stote) 
ze AL 4-22-57 Bosley Methodist Cemetery| Baltimore County, Md 
2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2d. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

vais 2 [william Cook, Inc., 1217 St.Peul S,reet oon A SPST |! Neeteg 


i MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH ven ol 392874 


1. PLACE OF DEATH 2. USUAL RESIDENTE (Where deceored lived. If institution: Residence before edmissipn) 
I. o/STA’ 
8 MARYLAND id ? E a b. COUNTY i : 


é1 MV 
b. Eades TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib. es cd 'OWN (IF autside corpbrate a RURAL and give nearest town) 
ond g t f ; 
at Zwee Q Woo Ix Os 


d. NAME OF HOSPITAL (If not in hospitol/ give street oddress) | d. STREET ADDRESS: l" 1S RESIDENCE 


ad 


I director, 
Filed with 


+ 


OR INSTITUTION ON _A FARM? 


yes] no) 


3. NAME OF First Middle Lost 
DECEASED 


“5 = i Day Yeor 
{Type or print) 2EORCE AIBER I h.: f Wt 9S 


S. SEX %. COLOR OR RACE |7. MARRIED PSL NEVER MARRIED [J [®. DATE oF Bier ; 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
1 a 2 ” lost birthdoy} ‘Hours 
} wipowed [J —_—owvorceo () | <Q a) é if ; 
100. USUAL OCCUPATION (Give kind of work dane]0b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE Store ar foreign country) 12. CITIFEN OF WHAT COUNTRY? 
durigg most ior Manerey ened ee zs } sS 4 
LOD V UY SeYs Nia i L Dd se TT 
13. DI NAME a 14. MOTHER'S MAIDEN NAME 
M Yoliag DoRse 


{> 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT \ Addrey d 
T¥es, 19, oF unknown) IIE yes, give wor oF dates of fervice) , a ar M Ln ithe bur i MM wi 
of pCa Lena Myers- _ (witheys by 
1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] bans SueeY AGI N, 
. BY: 2 ‘ 
Mabel Rr esitee Cr DIE Arre shy Cerewar Uh ThremBesis 


Yt. DUE TO > é kok 
Conditions. if ony, which wy vritvlar +4, fh, MoToom re feresthres oF 

gove rise ta immediate ~ 

cotse (0), stoting the under: ( CUE TO | ‘ ie, 


lying cause lost. wy VpEe Tens Boss 7 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}] 19. ie AUTOPSY 


RFORMED? 
20a. ACCIDENT WAS_UNDERLYING D) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 or Part II of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


yes Not) 
7 SSL I-77 77S nee 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 208. PLACE OF INJURY {Home, form, | 20f. (City or town} (County) (Stote) 
Hour o. m. While Not while foctory, street, office bldg.. etc.) ; 
p.m. 19 Jot work [J ot work () 


21. 1 certify that | attended the Se eee rer Pipe te _, 1% A. a 19:3_Z.that | fast saw the deceased 


alive on._ A aad, 19S 7 ant’ that death occurred at Z. ".M, from the causes and an the date stated above, 
/ ;’ AOORESS (Stree! /tity or town, state) OATE SIGNEO 


Pages 1 ond 2 sho 
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Then please remove corbon papers. 


, cremotian, or remaval, ond in ony event within 72 hours ofter-death. 
MEDICAL CERTIFICATION 


After this certificate hos been signed by the attending physicion and completely filled in by the 


* 


ied for use os the buriol-transit permit. 
the registror prior to buriol, 


ospitol or ottending physicion. 


he 


pe 


€ 
Nancttyen__HOwerd EB, Hal 
%o. BURIAL, CREMATION, | 2b. DATE THEREOF ‘ae. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) 
EULIRT” | 4/15/57 Bush Park, Cookesy 
erat DiREeTp RE ADDRES! 2da, REC'D BY REGISTRAR R SJPNATURE 
: ea ot af, icville, Mi, RO 12 10h 
4 SHI AYT 2 A maw kel Mart LA 
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moy be retained by 
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Pages | ond 2 sh 


cate has been signed by the attending physician and completely filled in by th 
Then please remave corban papers. 
fon death. 
0 = 


nding physician. 


spital or a 
fter this cert 


10! 
raaned far use as the burial-transit permit. 
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the registror priar ta buriol, cremation, or remeval, and in any event within 72 
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poge 3 should be d: 
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TO FUNERAL DIRECT! 


VS AIS (4) 
15M 9/55. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 39 2y 


3929 CERTIFICATE OF DEATH — ye 


Reg. Dist. No. f 


1. PLACE pata . F fake RESIDENCE (Where deceased lived. If institution: Residence before admission} 
arCOUNT = Carrol marnano |]? "Sra rvland SE esr 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest tawn) 
Lond give or town) * . 
Rural, tes Jor life Rural, Westminster y 


od. NAME OF HOSPITAL ae nat in hospital, give street address} d. STREET ADDRESS ; e. 1S RESIDENCE 
iy minster ON A FARM?, 
Wes’ 


er, lid. RoD.1 (Silver Run) Westminster, Md. R.D.1 (Silver Run)| vs(C nocf 

2 pee er First Middle Lost 4. ea Month Year 
(Type oF print) Jacob David Petry beats April 19 57 

7. MARRIED [] NEVER MARRIED al B. DATE OF BIRTH 1's AGE (In yeors IF UNDER 1 YEAR) IF UNDER 24 iB 


wioowen if —ovorcto | February 2,187) oe es Ee 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired} 


Retired Farmer His om farm Carroll Cos, Mde UsSehe 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Joseph G. Petry Catherine Starner 


1g, WAS DECEASEDEVER IN U.S. ARMED FORCES? [16, SOCIAL SECURITY NO. [17, INFORMANTLOL PDTC, ‘Address 
eee | Hom onsen tte ‘ 
219~20-2169 | Chester A. Petry, R.D.1, Westminster, Mle 


18. CAUSE OF DEATH [Enter only ane couse per line te, {0}. (b), ond (c}-] ZY E INTERVAL BETWEEN, 


PART |. DEATH WAS CAUSED BY: ONSET AND D 
_ IMMEDIATE CAUSE (o} 


DUE TO 


Conditions, if ony, which re 
gove rise to immediote 

ca¥se (0), stoting the under. { CUETO 
lying couse lost. el 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 


PERFORMED? 
vs nol] 

20a, ACCIDENT WAS UNDERLYING (J __ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port lor Port Il of item 1B.) 

‘OR CONTRIBUTING CJ CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

0c. TIME OF INJURY Month, “ Day, Yeor [20d. INJURY OCCURRED — [20e. RACE OF INJURY (Home, form, ee (City oF town) (County) (Stote) 

Hour 0, m, While Not Be foctory, street, office bidg., etc.) 
p.m. jot work [] ot work 


21. | certify that | attended the deceased fram____#~7___, WIE, grate LYALL. 2, \WE2. what | lost saw the deceased 


alive on__ a 7 12 2... and that death accurred at_. M, from the causes and an the date stated above. 
; ara Boag oy ee eee of town, stote}- DATE SIGNED 


; P Ya 
tn ALE sc ce He 
ears OE mo 
220. CEE a ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
= 
oes OS lead 8. j9¢7| St. Marys Cemetery Silver Run, Carroll Co., Mle 


ERAL DIRECTOR'S SIGNATUR ‘ADDRESS 240, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


MEDICAL CERTIFICATION 


‘ NhAa LNOAL ALO ad, Littlestom, Pae vate Y-/ Og? CL a ae hh: 


: MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 393 () 
i] 3929 CERTIFICATE OF DEATH ieee Dieta e. ¢ 


1 


oe 5 
3 a4 4 A. Le hit 2. eho hea (Where deceased lived. If institution: Residence before admission) 
\ °. a. . COUNTY 
32 We Carroll MARYLAND Maryland » COUNTY Allegany 
ie b. CITY OR TOWN (if outside carporole limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside corporole limits, write RURAL ond give nearest tawn) ¥j 
RURAL ond give site town} ; 
: ykesville 12 yrs, 54 Lonaconing x J 
22 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
“ TY = OR INSTITUTION ON A FARM? 
s / Springfield State Hospital ves [] NOG 
5 3. NAME OF First Middle lost 4. Dare Month Doy Yeor 
3 (Type or print) Jacob William  Reichelt DEATH April 16, 19 57 
Ss 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [J | 6. OATE OF BIRTH 9. AGE (In years TF UNDER 24 HRS, 
= lost birthdoy) [Months Min, 
M W wipowep[]___—olvorceoE] | November 5, 1899 57s. ee] 
10a, USUAL OCCUPATION (Give kind of work done| t0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mos! af warking life, even if retired) 
eX || Glass blower Glass Factory Maryland USA 


13. FATHER’S NAME 


Adolph Reichelt 


V4. MOTHER'S MAIDEN NAME 


Elizabeth Smith 


1S. WAS DECEASED EVER IN U. S. ARMEO FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
__ | Efex, 20, or unknown (It yer, give wr or dates of service) a " 
2} No - Unk. Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line far (0), (b), and (c}-} 


PART I. DEATH Molt caus oy Syphilis of the central nervous system 


OD olly » DUE TO 


INTERVAL BETWEEN. 
ONSET AND DEATH 


ars 


Then please remave carban papers. 


the registrar priar ta burial, cremotian, ar removal, and in any event within 72 haurs after-death. 


Conditions, if any, which 

gove rise ta immediate o WS 
cote (0), stating the under. ( SUE TO 
lying couse lost. ‘ 


ate hos been signed by the attending physician and campletely filled in by th 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


& 
€ z 
o Part Il, OTHER SIGNIFICANT Cé IT! CONTRIBUTING TO DEATH BUT NOT RELATED TQ THE TERM! L OISEASE INDITI YEN I RT 1(0) WAS AUTOPSY 
= 2 Psychosis with syp ek nee phalitis » Girrhosis of the Live eri nol 
q 
= vy 
B = 200. ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Port I of item 1B.) 
7 = OR CONTRIBUTING () CAUSE OF DEATH 
ie [MIF EITHER, NOTIFY MEOICAL EXAMINER) 
$6 3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
B28 Fe Hour. m. While Not while Fomtely, siveet oMeg gemiatwic:) | 
si? : pom. 19 Jot work [7] ot work ' 
ries 
e355 21. | certify that | attended the deceased from, JWLy.ly..... 1990_, to April. 16,_.., 195'7 that | last saw the deceased 
3 
D - alive on__April 16, __, W227, and that death accurred at_! 345 PM, fram the causes and an the date stated abave, 
“ E ADDRESS (Street, city ar town, stote} DATE SIGNED 
46 ACTUAL 
z 22 SIGNATURI M-D,, _-- Scones 
£a2 
3 F 
re dane ye Walther Hi Sonnenfeldt, M.D.  __Sykesville, Maryland 
~5 8 ev a \ ( 
eae pda |Ys i ‘37 = = Aas! vo | Qalirnsye POX 
=< 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS) 2da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATUR| 
SANS (4) g 
Sos pate Hol § -y attr Lh ity 


VY, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 03934 
. CERTIFICATE OF DEATH Oy tart 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmissi 
o stare Maryland b. counTY Montgomery 
¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Chevy Chase 


—l 
jit 
= 
S 


1, PLACE Ve Birks 
ae Carroll MARYLAND 
b. CITY OR TOWN (If outside: tale limits, write] ¢. LENGTH OF STAY IN Ib 


RURAL ond give, eeseh: Le \ mos, 15. dys 


‘ol director, 


fe ae 
\ 


6 


24 al d. Or insti BiGuee (If not in hospitol, give street oddress) d. STREET ADDRESS e. 15 RESIDENTS 

ee Springfield State Hospital 4501 Cortland Road ves] NO 

8 3 NAME OF Fint Middle tost 4. DATE Month Doy Yeor 

5 (Type or print) Charles Edwin ROSE DEATH April 12 19 57 

& 5. SEX 6 COLOR OR RACE |7. MARRIED [-] NEVER MARRIED XJ | @ DATE OF BIRTH 9. AGE (In years [IF UNDER } YEAR] IF UNDER 24 HRS. 
"3 sitter) Months | Doys Min, 

ei M W wibowep [) DivorceD [) February 2, 1921 yes 

a 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. aaa (Stote or foreign 13 12. CITIZEN OF WHAT COUNTRY? 

g during most of working life, even if retired) 

oS one ZZ Illinois USA 

3 i 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

°o 

9 4 Edwin J. Rose Ruth DeFrem 

° 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 

€ ral 1¥es, no, oF we {i yen, give wor or dotes of service) s Seld H spit eae 

8 Cc ©} ~“ pring! oO! al records 

@ ee. a a ee ee & 

8 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] INTERVAL BETWEEN, 

a PARTI. : 

§ __ PARTE DFAT Meouatt cause fo. Acute interstitial pneummitis, right lun 3 

<= + 4 

- x DUE TO. 


gove rise to immediote 
cose (a), stoting the under 
lying couse lost. 


DuE TO 


Canltaarit. ony? cal w__Acute collapse of the right lung 
re) 


Part Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ¥(o)|19. WAS AUTOPSY 
Chronic brain syndrone_ associated with congenital spastic paraplegia e moo 
with ps 


200. ACCIDEN’ Pas UNDERLYING a 200. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port! or Port Il of item 18.) 
OR CONTRISUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —_[20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (State) 
Hour a. m, While Not a foctory, street, office bldg., etc.) 
p.m. lot work [] of work H 


21, 1 certify thot | ottended the deceased from_. 2791956, to 182 ate, >t that | lost sow the deceased 
April 12, _ 1257, ond thot deoth occurred ULES Aw, from the couses ond on the dote stoted obove. 


im 
Q 
= 
< 
ae) 
= 
= 
= 
= 
o 
a 
= 
fat 
rr 
= 


After this certificate hos been signed by the ottending physician ond completely filled in by the & 


hed for use os the buriol-transit permit. 
the registror priar ta burial, cremation, or removol, ond in ony event within 72 hours ofter-deoth. 


ATTENDING PHYSICIAN: aso low requires that the death certificate be executed within 24 hours after deoth: Page 4 


by the hospitol or attending physicion. 


: olive on_____ APFAt Le 

J Hi ADDRESS (Street, city or fown, state) DATE SIGNED 

Pes gs SIGNATUR o,.......Springfield State Hospital b/12/57_ 
£a2 
aeas Maneinys Walther H, Sonnenfeldt,/M Sykesville, Maryland 
58 s ° Zo. iniev CREMATION. | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR ae ee a Fi PAPEAVION (Giygtomn con) _—e 
£728 4 Laos Lien VA«t 
- . ey it ‘ 2ho. REC'D len 2b. REGISTRAR’S SIGNATURE i are 
¥ vate f-/#~S7| LC. (ffeer a 


Ba 
=> 
Ra 


¥ A fivwaha 


Napsoatl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 03932 
39 CERTIFICATE OF DEATH | a 


Reg. Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


eed, Carrell aleve | 2 STATE Maryland ». COUNTY Baltimore City 311 
b. CIN oR TOWN {lt Gutide corporete limit, wiite Te, LENGTH OF STAYIN Tb | ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest town) 
ive neared 
™" Bykosville 9 months 28dy Baltimore 


e 


a. Seishin ton At (if not in hospital, give street address) d. STREET ADDRESS e. pase 4 
Springfield State Hospital. a epee rt tel sinere 1 0 N08 


3. NAME OF First Middle Lost 4. DATE Month 


DECEASED. OF oF i 
(Type ar print) Charles Jacob Sieck DEATH 4 De 


5. SEX 6. COLOR OR RACE | 7. MARRIECREL] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years [IE UNDER 1 YEAR| IF UNDER 24 HRS. 
ey Male White oO 7226-91 birthdey) [Months] Doys Min. 
Eres wipoweD [] DivorceD [J yn. 


100. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
| during mast af eves life, even if retired) 


Machinist aryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Eugene Sieck Georana McBunnin 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17, INFORMANT Address 


(Yeu. no. oF unknown) qt ive wer or dates of “3 
>} no grass /F~-Of/-237 9 Hospital records. 


18. CAUSE OF DEATH [Enter anly ane cause el. for (0), (b), and (J ANTERVAL OELWEEH) i 
Pant | DEATH Was CaustD err Myocardial infarction days 
Z ‘ip DUE TO 
Conditions, if eny, which __ Coronary Thrombosis 


Pa ae to peated DUE TO 
caus }, stating tl under: 
iaegheacteotaile _ArterioscBerotic heart disease. 


Pas il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) ]19. MERPOUME DE 
Chronie Brain Syndrome with C.A.S,without qualifying phrase ves] Nopy 
20a. ACCIDENT WAS_UNDERLYING 0) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of ii injury in Port | or Port il of item 18.) 


OR CONTRIBUTING O] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour a.m, While Nat while foctary, street, affice bldg., etc.) | 
p.m, 19 lat work [J ot work [J i 


21. I certify that | attended the deceased from. , 19.58., to. 27 , 1921. that | last saw the deceased 


olive on... 27= WL; and that death occurred attle50p wy, from the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


Ip=28-57 


Pages 1 ond 2 sh 


fier death. 


Sat 


Then pleose remave carban papers. 
( 


MEDICAL CERTIFICATION 


ar attending physician. 
After this certificate has been signed by the attending physician and completely filled in by th 


hospi 


“@ 


page 3 shauld be derothed far use os the burial-transit permit. 


Za. une Ske (Beit ‘2b. DATE THEREOF ot ‘OR CREMATORY Pall (City, town, or county) Cee {Stote) 
eo} 
ea DIRECTOR'S SIGNATURE pon r v 6 i’ a 2b, enee 'S SIGNATURE 
ME AA DaTE ZY WORT ne poke LIN Lb  aAarry Deere, 


the registrar prior to burial, cremotian, or removal, and in any event within 72 ha 


moy be retoined by 
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TO FUNERAL DIRE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (339 33 
tf CERTIFICATE OF DEATH 


1. PLACE OF DEATH 
a. COUNTY 


Cad 


Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
Carroll marviano || & STATE Marv] and b.county Montgomery 


b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond give nearest town) 


kesville 3 yrs. 


d. NAME Suton {IF not in hospital, give street address} 


“Soringtield State Hospital 


1 directar, 
filed with 


c. CITY OR TOWN (If outside corporote timits, write RURAL and give nearest town) 


Silver Spring 


d. STREET ADDRESS 


1: 


e. 1S RESIDENCE 
ON _A FARM? 


10212 Haywood Drive ves [] NOR] 

3. NAME OF First Middle Lost 4. DATE Month Doy Year 
tyeecrpiny) = Marry Elizabeth Smith Siam = April 2 Re 
9. AGE (In years IF UNDER 24 HRS, 


f 
3. SEX & COLOR OR RACE 7. MARRIED L] NEVER MARRIED [] |8. DATE OF BIRTH 
Female White wioowen (3 —sDIvorceo [] 3-15-81 pis 


1o. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR “gel 11. BIRTHPLACE (Stote or foreign country) 


fo hday) 


yrs. 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


durin, it of king life, if retired) 
"Housewife Own hone Maryland 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Feeheley WWetORRHIH MARY HAMMELMANN 


Ne WAS DECEASEDEVER IN U.S. bik by Kies 16. SOCIAL SECURITY NO. }17, INFORMANT a Address 
fet, no, QF unknown) {IF yes, give wor of dates of service) ree + 
tor Nour Hospital records 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). and (c).] 


> 


se remove carbon papers. Pages } and 2 sh 
offer death. 
( ? 


INTERVAL BETWEEN 
SET ANQ DEAT 


After this certificate has been signed by the attending physician and completely filled in by the 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


5 
° 
2 
g 
© 
Fs PART |. DEATH WAS CAUSED BY: ‘ 
§ Z ej IMMEDIATE CAUSE (a) Uremia weeks plus 
eg LA & | DUE TO 
ie Conditions, if any, which a Arteriosclerotic cardiovascular disease Years 
4 ; ; . 
Eo gove rise ta immediate 
a. cause (0), stating the under ( DUETO 
e252 lying couse lost. is 
ig 5 es Zz Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVt PART 1(a)| 19. WAS AUTOPSY 
ear 2hronie brain ome assocjated with, circulato: isturbance, WL PERFORMED? 
= = Ye) a d 2 
a8 8 Sipckcuaca artertoselerosts sith oayann eactio : ves [NOX] 
re  [Yoa"ACCiOeNT WAS UNDERLYING C)__ 20. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port lor Port I of item 1B) 
£22 & | OR CONTRIBUTING C1 CAUSE OF DEATH 
2825 iS | (if EITHER, NOTIFY MEDICAL EXAMINER) 
£ r Ms 
otes § |20c. TIME OF INJURY Month, Day, Yeor )20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {(Caunty) (Stote) 
Cons. o 6 Hour a. 7. While at seale: foctory. street, office bldg., etc.) | 
3 BE 2 p.m. 49 fot work [1] ot work [J ‘ 
= SS 5 
H ae 21. | certify that | attended the deceased from___O~L - 9.22), to. aoe 19.37..,that | last saw the deceasec! 
Bi : z 
eo 9 5 olive on___ REA ne, |b, 220, and that death accurred at 7%0Q_.AM, fram the causes and an the date stated abave. 
i. 4 . t ADDRESS (Street, city or town, state) DATE SIGNED 
BG 3. ACTUAL 7 ; ; , : YY 2S Yh 
pees titi aid Seas bene Mo. leaseglesldl ede Mespedttl, Sbatete Lh 
eaza 4 1 Vy 
Babs PHYSICIAN'S Y 4 \ 'y fy WY 
eg2e NAME (Type) d/1// TA DY, ax! (24 ch Hi hd | bike ak herp pel 3 bttilbhse 
89°98 Wo: BURIAL, CREMATION, | 2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) ie" 
pe Bs BURMA SP | 4/5/57 WASH. NAT'L. CEMETERY PRINCE GEORGE COUNTY, MD. 
2° Baa, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Daun o rungticy Stiior sp RING, MD. 


DATE PMET\ 2 Khttey Z, 


GF%. 3 


? 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 3 8) 3 4 
CERTIFICATE OF DEATH sedieasiae 


filed with 
H 
t 
1 
I! 


g ‘ 1 wee 2 pea or (Where deceased lived. If institution: Residence befare admission) 
£ — ® Carroll MARYLAND i Maryland b COUNTY Howard 151 
co] b. fits apn (If outside kaha limits, wrile | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest tawn) 
J anc as pea town! 
es Sykesvil 4 months Ellicott City , ; 
2 d. NAME OF eae. (If nat in haspitat, give street address} d. STREET ADDRESS e. IS RESIDENCE 
id S INSTITUTION ON A FARM? 
= Springfield State Hospital. Dept.of Mental Hygiene Central Faxmem nog 
2 ; : 
“a 2 Nes 20, First Middle Lost 4, nee Month Day Yeor 
3 (Type oF print) . Minnie Huseb Sorflaten | dram = 1957 
cd 
o 
2 


5. SEX 6. COLOR OR RACE | 7. MARRIED [[} NEVER MARRIED [[] | 8. DATE OF BIRTH 9 pony HE UNDER 1 YEARIIF UNDER 24 HRS._ 
lost_ birthday Hh Min. 
‘ema White WIDOWED fz] pivorceo [] 5-19-1878 78 yn. al jours fr 

10s. USUAL EE (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY ® BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


ae most of working life, even if retired) 
Yi LA. Minnesota U.S Ae 
13. PRT $s Rant 14, MOTHER'S MAIDEN NAME 


Arne A,Huseby Syneva Huseby=nee Hukee 


Ke WAS ae HF WSs baliacedda i! 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
fet. N09. OF unknown) Uf yes, give wor or service) 
no nh, Hospital Records 


1B. CAUSE OF DEATH [Enter anly one cause per line for fa), (b). ond (c).] 


PART | DEATH Was avery, Arteriosclerdtic heart disease 


U2 ) UE TO 


(b) 


bal 


INTERVAL BETWEEN 


Hears? DEATH 


Then please remave carban papers. 


Generdlized arteriosclerosis 


Conditions, if any, which 
gove rite 10 immadiote 
cove (0}, stoting the under. (| DUE TO 


tying couse lost, (9) 4 (0) 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) |19. WAS AUTOPSY 


Involutional Psychotic reaction.Fracture rt.Femur.Diabetis Mellitus west) so 
Spieec meee h pe Allee Wp 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of vee Part, 1 ee ae I of item 18.) . 
(IF EITHER, NOTIFY Mosca She said to have fallen on 


20c. TIME OF INJURY Month, 2od_ IRUURY OCCURRED [0s PLACE OF RUURY (Hons. frm, ae (Giventoeny (County) (Store) 
While Not whil 
ot work [C] of work ‘a Hospital Carroll Ma. 


Hour ap. 
21. | certify that | Bees the deceased fram. = 192 _.that | last saw the deceased 


ficate has been signed by the attending physician and campletely filled in by the, 
ied far use as the burial-transit permit. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 sae death. 


~ 
MEDICAL CERTIFICATION. 


oP eetes! seul 


hospital or attending physician. 


After this certi 


—< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


i alive an__ A=. 13_- ae NH and thot death ceurred pe fram the causes and an the date stated abave. 
oe See; 4 C , ri) ADDRESS (Streel, city o town, stote) DATE SIGNED 
ses / aca LOE ¢ ©: “ ; Springfiel4 | State Hospital 
£52 y 5 
ta) REAM Agustin del Campo MD. ve a 
S30 ‘70. BURIAL, CREMATION, | 22b. DATE THEREOF E OF ey OR ae ie 72d, LOCATION’ City. town, or county) {Stote) 

5.8 EMOVAL (Specify) , i EO i! 
7H pelle (tes i 
r 23, FUER NATURE . Lo: 3 24a. pi 5 Boss db, REGISTRAR'S SIGNATURE 
” a ‘G / As y 
saga 7 jh Cpe yi er AW tty CLE Le 


z 
= 
bored 


$A NVvIuN 


DYcaoe Iu 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 03935 
« 39 CERTIFICATE OF DEATH 


= 


Reg. Dist. No. 


g if 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. I instution,Reidence before odio) 
a8 : Carroll MARYLAND ' Maryland COUNTY Carr eia, 
ar] ra b. pe Gell i liceoh ee corporote limits, write | ¢. LENGTH OF STAY IN 1b. c, CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
Ri Pal” Wé'stminste life x Rural Westminster 
$3 d. NAME OF HOSPITAL (If not in hospital, give street address) 5 d. STREET ADDRESS @. IS RESIDENCE 
S on | se Reese Re 4 Reese | ee ne 
vv 
5 3. NAME OF First Middle lost 4. DATE Month Da Yeor 
; (Type pit Florence Ann Sprinkle fam April '” . 
oO 
2 


$. SEX 6. COLOR OR RACE |7. MARRIED [[} NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE fin yeon IF UNDER 24 HRS. 
Jos! bisthdoy 4 
Female | White |woowe@§ oworeg | Nov. 9, 1868 om KGa Sa orgs =. 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Own Home Carroll County, Md. USA 


during st of working life, gyen if retired) 
ouse Wife 

13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

\ 


John H. Taylor Margaretta Magee 


Then please remove corbon popers. 


an Naas cere pa Uetene roeey 16, SOCIAL SECURITY NO. 117, INFORMANT Address 
J no Ce oe el ee hh | |] Mrs. Carroll Taylor Carrollton, Md. 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), {b). ond (¢).] EN oh apes 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (6! Boe vd 
DUE TO = 


2, if ony, which ® 
gove rite to immediote |. 1 
cotse (0), stoting the under: cla 
lying couse lost. my Ce “ mk se ar 
Jay Wek Sg 
Past I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 


THE TERMINAL DISEASE CONDITION GIVEN IN PART Iia)|19. WAS JAUTOPSY 
oes eats PERFORMED? 
S-< > yes No [— 


200, ACCIDENT WAS UNDERLYING [1 | 20g. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) Ga 


20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY |Home, form, | 20F. {City or town) (County) (Stote) 
Hour 0. m. While Not while factory, street, office bldg., etc.) | 
p.m. 19 Jot work (] of work (] ‘ 


21. | certify that | attended the deceased fram,_“Z_—~. ae w2Z tore _S—__., 19-2 Z,that | last saw the deceased 
oliveran 247) Ae ee 22.7, and that death accurred at__2/_A4.M, fram the causes and an the date stated abave. 


After this certificote has been signed by the attending physician ond campletely filled in by the; 
MEDICAL CERTIFICATION 


d for use os the buriol-tronsit permit. 


hospitol or atte 


hee 


« 


~~ ' 4 eens (Street, city o town, stote) % DATE SIGNED " 
3e $s / Sewaton MD. weg 2 Ser Ons SOR * Mee as SS] 
£82 Md. 
222 Nanttyen__Ce L. Billifigslea, M.D. 1S. South Center St. Westminster, 
rd s S Zc. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, of county) {Stote) 
Fe 3 BOG ST” | 46781957 od Carrollton, Maryland 

23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
. John R. Byers Westminster, Md. vate 4- FSD j 47 Wz 


iN) TJ Att 


—< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 
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1 directar, 
Filed wit! 


. 


Then please remave carbon papers. Pages | and 2 shi 
7 


ate has been signed by the attending physician and completely filled in by the 
the registrar prior ta burial, cremation, ar removal, and in ony event within 72 hayrs-ofter death. 


ed for use os the burial-tronsit permit. 


After this cer! 


oe 


poge 3 should be 
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TO FUNERAL DIRE! 


Np 


o 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2925 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2, USUAL RESIDENCE {Where deceased lived. If insfitutian: Residence before odmiss 
2 COUNTY Carrol] ene 0. STATE 14 aryland b.county Howard 


b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside carporate limits, write RURAL ond give nearest fawn) 
RURAL ond give neores! town} 
Sykesville 1 yr., 4 mos|} North Laurel , , 


d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
ON _A FARM? 


on eerann field State Hospital Gorman Avenue yes [] No 


3. NAME OF First Middl 4. DATE Mi x 
NAME OF irs idle tat janth Day fear 


F OF ‘i 
fypearpin) $= LAD May Stanowsky ceata = April 2 19 57 
$. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 


Female White wivoweo K} —owvorceo} | = 10-1=7) es ea ee) a ig 


10a. USUAL OCCUPATION {Give kind af work dane] 106. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 


Money counter--U.S. Trebs. Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Henry Bell Not known 


é 1S. WAS DECEASEO EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yer, 10, oF unknown} {IF yes, give wor or dates of service) : 
No. Satelatae! Hospital records 


18. CAUSE OF DEATH [Enter anly one cause per line for (a), (b). ond (c)-} INTERVAL BETWEEN 


ONSET AND DEATH 
PAST | DEATH MEDIATE cause o)__ Congestive heart failure Years 


DUE TO 
Conditions, if any, which Generalized arteriosclerosis 
gove lo immediote 
cause (0), stoting the under DUE TO 
tying cause last. tc) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}]19. WAS AUTOPSY 
Chronic 4b syndrome associated with senile brain disease with psychotiers O ng 
20a, ACCIDENT WAS UNDERLYING C} ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part I af item 18.) 

OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, ODay, Year |20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) (State) 
Hour a. pv. While Not while foctory, street, office bldg., etc.) ! 
p.m. 19 lat wark [1] ot work = [[} ‘ 


21. t certify that | attended the deceased fram....1-25 -, 19-55,, to____ a9... 19.57. thot I lost sow the deceased 


alive ane eae oe WERT, and that death occurred ot 2. 2AM, fram the causes and an the date stated abave. 
S ADDRESS (Street, city or town, stote) DATE SIGNED 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATI 


TAGRAN'S ~Gertrud Sonnenfeldt 


7a, BURIAL, CREMATION, | 226. DATE THEREOF Zc. MAME OF CEMETERY OR 224. LOCATION (City, t 
Bey e/a 57 (see poe (Agee 
Lac hice be Cc t EEL 
23. panes ORS ry He ‘ADDRESS 24a. REC'D BY REGISTRAR | 24, REGISIWAR'S SIGNATURE / 
Oe Zl: Meals OO7E | BAtee, GP ome PAIS INE. ‘ 9 


A (vaund E 


Wa <a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 39 37 
she CERTIFICATE OF DEATH i a 


t O Reg. Dist. No. 
a / | 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
eS) Cartel 1 mamano || °F Maryiand > UNTY Carroll 


b. State TOWN (if ouliise Ros limits, write} ¢, LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
ond give nepre 
Westatnster Life 2°) Westminster 


d. NAME OF HOSPITAL [ff nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
ON _A FARM? 


CEINSITUIONS “Sse Garrell Bt. 1 59 Carroll St. yes [) No K] 


‘al director, 
filed with 


efi 


Pages 1 and 2 sho 


3. eer. First Middle Lost 4, ee Month. Year, 
(ibe or print) Carroll King Stouch DEATH April a” wot 


5. SEX 6. COLOR OR RACE | 7. MARRIED (} NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE {In a IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ceptor : 
Male White  |wiooweo o olvorceo [] | June 4 ’ 1883 i i i yrs. peat) Bars (ssa ee 
he Vokes sea gel oa he kind a4 Sea 10b. KIND OF BUSINESS OR INOUSTRY {1}. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
Rrinpimesiot sukine iereses tcc 
| Ret. Painter Bldg. Painter | Carroll County, Md. USA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
George Stouch Rebecca Bowers 


If, WAS DECEASEDEVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. 17, INFORMANT hddres 
Rye ta yen gi des of vic 
) no ree ep1 261487984 Mrs. Stella H. Stouch Westminster,Md. 
18, CAUSE OF DEATH [Enter only one couse per lind fer (a), (b). ond mi) t NTR AL BETWEEN 
XD 
PART 1, DEATH WAS CAUSED By: - ,,7 4A wy; 
IMMEDIATE CAUSE (a! ORO ty UU 6e Le, 0 Leen 


uf al DUE To 7 - s ¢ 
Conditions, if any, which re 7A Abeveg- Wenge =n 


gove rise to immediate 
cotte (0), stoting the under. ( OUE TO a 
lying couse lost, fe) 

Part Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART op] 19. eee 


ves] Not] 


et 


Then please remove carbon papers. 


the registrar prior ta burial, cremation, ar remavol, and in ony event within 72 haurs after death. 


20a. ACCIDENT WAS UNDERLYING () 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part 1 or Port Hi of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ; 20f. (City of town) (County) (Stote) 
Haur 0. m. While Nat while factory, street, affice bldg., etc.) | 
p.m. 1 lot work [] ot work [7] 
LL/ 


21. | certify th 
alive ony. 


After this certificate hos been signed by the attending physician and campletely filled in by the 
MEDICAL CERTIFICATION: 


hospital ar attending physician. 


‘@ 


page 3 shauld be d&@thed far use as the buriol-transit permit. 


2a. ai tiger ‘2b, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county) 
eci 
Barve’ Rer .8,57 Kriders Cemeter nr Westminster, Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24c, REC'D BY REGISTRAR 2d4b. REGISTRAR'S SIGNATURE 


John R. Byers Westminster, Mde pare Lf ny aes VW, 
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TO FUNERAL DIRE 
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Pros 
bars 


MARYLAND STATE & PEPARTMENT ©} OF HEALTH—BALTIMORE, 18 
388 CERTIFICATE OF DEATH aie 


3 eee OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
o. 


wus: PR Pe ae 0, STATE 4b b. COUNTY 4 POLL. 


b. CITY OR TOWN {If outside corporate —_ write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {iF autside corporate limits, write RURAL ond give nearest town) 
RURAL ond nd give nearest town) 
A Mas) CF Gye. 


d. NAME OF HOSPITAL (If not p hospitol, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
OR INSTITUTION 


QQGE-./7 A = DMA Lt l ve L) NOL 
First i 4. DATE Month Yeor 


> Oay 
BEERS MAR ye ae peatn APit j22 10 195 


$. SEX 6. COLOR OR RACE | 7. MARRIED 9. AGE (In yeors Ff bald al 1 YEAR| IF UNDER 24 HRS. 
, "ip ee Hour | Min. 
Ww wipowen (] oworceo L] |f Py 4 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY v, BIRTHPLACE (State or foreign =a his ‘hea OF WHAT COUNTRY? 
during most af working life, even if retired) 


ae 


fe 
Atte 
ABLE ESCs 
ie & eet IN U.S. ‘ARMED a 16. SOCIAL SECURITY NO. iA INFORMANT 
PRE SS TUS Cae Te : 
) A! FRO L 


3 CAUSE OF DEATH [Enter anly ane cause per fiefégtor (0), (b). ond m6 INTERVAL BE /EEN of 
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PART I, DEATH WAS CAUSED BY: ONSET Al DEAT 
IMMEDIATE CAUSE (a] 


DUE TO 


filed wi 


| director, 
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24 


Then please remave carbon papers. Pages 1 and 2 shat 


|, ¢rematian, ar remaval, and in any event within Z2haur’s after death. 


Conditions, if any, which 
gove rise to immediote 
couse (0), stoting the under 
lying cause lost. 
Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(0)]t9. WAS AUTORSY 
yesf] not] 


‘20a. ACCIDENT WAS UNDERLYING D) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, : 20f. (City or town) (County) {Stote) 
Hour a. fy, White Not while factory, street, office bldg., etc.) } 
p.m. 19 lot work [] ot work [) H 


a 
21. | certify that Jattenged mes deceased from._$JZ<Z is ie Me: VEO 19. &Ahot ( last saw the deceased 
alive on fb <“etes $-. WSL and ha death occurred ah, “WY from the causes and an the date stated abave. 


V4 A ADORESS (Pfreet, Sen stat DATE, SIGNED. 
Stine LTA Leretae KD hed tes DS be eM, iy 


fter this certificate has been signed by the attending physician and completely filled in by the 
MEDICAL CERTIFICATION: 


hospital or attending physician. 
ed for use as the burial-transit permit. 


PHYSICIAN'S. 


Re. Mer OF CEMETERY OR-GREMATORY CEng ‘22d. LOCATION (City, town, or county) ee) 
= pais 7, LUE PO OMIN & NOPE “| Finders POR IM); 


ho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


may be retained by 
the raglstrar priar to burial, 
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TO HOSPITAL OR ATTENDING PHYSICIAN; 


eed 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
0 CERTIFICATE OF DEATH 


039389 


Reg. Dist. No. 


Maryland || ° ; 

arro Me 

b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b 
RURAL ond give neorest town) 


| director, 
filed with 


ars a 


6. 


d. NAME OF HOSPITAL (IF not'in hospital, give street oddress) 
OR INSTITUTION 


f 


“d, STREET ADDRESS 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
. COUNTY STATE 


b. COUNTY. 


and Carroll 
c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 


aney town 
e. 1S RESIDENCE 
ON A FARM? 


YEs &J NO 


3. NAME OF First 
DECEASED 


(Type or print) 


Middle Lost 


Roop Teeter 


Me 9 


Pages 1 and 2 sh 


during most of working life, even if retired) 
Own hom 


5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED | ® DATE OF BIRTH 
ma White wSnichide ee ic) Pe 1886 
100. USUAL OCCUPATION (Give kind of work done|10b, KIND OF BUSINESS OR ae 11. BIRTHPLACE (Stote or foreign country) 


Maryland 


fer deoth 
daey 


13. FATHER’S NAME 


i 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 
(fat. no, oF unknown) {Hf yes, give wor or dates of service) 


4. DATE Manth Day Year 


OF 
DEATH «= Apri] 25 1957 


9. AGE (in years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Ca ro esl Hours 
ys. 


12. CITIZEN OF WHAT COUNTRY? 
U.S.A. 


Address 


14. MOTHER'S MAIDEN NAME 


Ore Celia Utz 


Mrs. Rbbert C, Clingan, Taneytown, Maryland 


18. CAUSE OF DEATH [Enter only one cause per line for (a), {b), ond (c).} 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0} 


de ) DUE TO 


Then please remave carbon papers. 


Conditions, if any, which 
gove to immediote 
couse (0), stoting the under. 
lying cause lost. 


INTERVAL BETWEEN 
ONSET AND DEATH 


‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


After this certificate has been signed by the attending physician ond campletely filled in by the 
MEDICAL CERTIFICATION: 


hed for use as the burial-transit permit. 
the registrar prior to burial, crematian, or removal, and in any event within 72 hours 


olive nApril 3. 


ACTUAL 
SIGNA’ 


a wW_27Z., and that death occurred at... 


“Vy, 


~N 


PHYSICIAN'S 1. 
NAME {Type} M gh 


To. WOGYAL feeeen 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 
Bivtar | Apr.18,1957 PP ipe Creek Cemetery 


23. L DIRECTOR'S SIGNA) REL / ADDRESS 


Merw Ge uss Taneytown, Maryland 


page 3 shauld be 


OS 
20a. ACCIDENT WAS UNDERLYING C1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) 
Hour a. tu White. Not while foctory, street, office bldg., etc.) 
p.m. W lot work [J ot work [J i 


21, | certify that | attended the deceased from.__.JAaN..26__., 19.45, to April 15_, 19.5'7.that | lost saw the deceased 


24a. REC'D BY REGISTRAR 
oare [1 Ori 


Past 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)|19. WAS AUTOPSY 


PERFORMED? 


yes] No 


(County) (State) 


_M, from the causes and an the date stated abave. 
ADDRESS (Street, city of town, state) OATE SIGNED 


22d. LOCATION (City, town, or county) (Stote) 


New Windsor, Maryland 


‘Dab. REGISTRAR'S SIBNATI 


LL. PP. 


3A nvaung 


Oarcoal 


e 4 should be 


\f ony delay is necessary, pleose exe 


Item 18. Give Poges 1, 2, and 3 to the funeral 


rial, cremoti 


ector. 


File pages } ond 2 with the registror prior t 


in 24 hours ofter deoth. 


iting the word “pending” i 
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ef Medical Examiner's Office olong with form PM3. Page 5 moy be retoined for your files. 


R: Page 3 should be used os © burial-transit permit. 


cute the certifics 
forworded to #! 
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VS. AISME(S) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 03 940 
39ZGMEDICAL EXAMINER’S CERTIFICATE OF DEATH ; aS 


1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If Institution: Residence before admission) 
se cOUNY Carroll marvano || °S Maryland *°UNTY Carroll 


b. beet OR TOWN {it ovnide corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib. ¢, CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town} 
ive nacresd town) 
Cedarhurst = Cedarhurst 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) 4. STREET ADDRESS. «IS RESIDENCE 
tO ves) noK] 


3. NAME OF Firt Middle Lost 4. DATE Manth Day Year 


{Type or print) Dorothy Grace Trump Beara April 30,195 19 


6. COLOR OR RACE |7- MARRIED NEVER MARRIED o 8. DATE OF BIRTH 9. AGE {in a [IF UNDER 1YEAR] IF UNDER 24 HRS. 
ths He Min. 
*y : e@ |wrowo ovorceopy | Nov-25,1926 BOM”, [Mente] ors | Hours | min 


(00. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of warking lite, even if retired) ° 


Housewife Maryland U.S. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Walter F.Sullivan Ruth E.Bair 


8 WAS: (coke ein IN U.S. baglixd iS 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
aa rh Ie di wor ode a rv 
4) No Clarence C.Trump, Cedarhurst ,Md. 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] NAL evan 


PA EAT MN ABIATE CAUSE fo) Coronary Oeclusion(Acute) 20 min 
As DUE To 
Conditions, If any, which ol 


gove rise la immediate couse 
{0}, stoting the underlying? DUE TO 


cause last, a a 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19, WAS AUTOPSY 
RRA Obesity yessQ) NO Gt 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter notura of injury in Port 1 or Part Il af item 18.) 
PRIMARY (} or CONTRIBUTING 1 


CAUSE OF DEATH. NONe none 

Be. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED 70s. PLACE OF INJURY (Home, form, 120%. (City ar town) ——~—~—«(Counly)—=~*~*~*«SSdnd?S—S 
oa am none i» Lt Peetl y: ne~” ee ems ol none 

21. I certify that | tock charge af the remains described above, held an Autopsy [], Inspection [Inquiry (Bg. and find that 


death resulted fram: Natural causes fx], Accident [1], Suicide [1], Homicide [[], Undetermined couse []. 


MEDICAL CERTIFICATION 


CHIEF MEDICAL EXAMINER [-] oe. 


ASSISTANT MEDICAL EXAMINER [[] Sal sm 
James T, Marsh, M, D, DEPUTY MEDICAL EXAMINER [> 


7b. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City. town, or caunty) {Stote) 
dak 
Buria May 4/57 Finksburg Finksburg ,Md. 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE <— 
J.¥.Eline & Sons,Reisterstown,Md. nes a Sea (S. >), ; 


M.D. 


1A byrne Fe 
“S61 9 Jy 


Daiwostl 


filed with 


e 


-. 


Temove carbon papers. Pages 1 and 2s! 


After this certificate has been signed by the atlending physician and campletely filled in by th 
Then plea: 


hospital or attending physician. 


ched far use as the buriol-transit permit. 
the registror prior ta burial, crematian, or remaval, and in any event withi 72 pours atter death. 


may be retained by, 


TO FUNERAL DIRE! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death; Poge 4 
page 3 shavid be d! 


VS AIS (4) 
15M 9/55 


06 


Ne” 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


3939 CERTIFICATE OF DEATH ol 


1. PLAGE OF DEATH z 2. USUAL RESIDENCE (Whevexleceosed Uyed. If inition: Residence before od 
_ J H MARYLAND ° FY fi». COUNTY 
A ttth; tf /} Ze 4 


b. CITY OR TOWN (IL outside corporote limits,’ write | ¢. LENGTH OF STAY IN 1b 


RAL ond give forest ipten f 3 
JELLY a (ze yy ane 


d. NAME OF HOSPITAL (If nat in hospital. give street address) 


‘orporote fimits, write RURAL ond give neare: 


e. IS RESIDENCE 


OR INSTITUTION “oe ‘ON A FARM? 
i Yes [] No 
3. NAME OF Fiest Middle Yeor 


DECEASED i 

(Type or print) v6 H VW al Ww —_—_ 

5. SEX 6. COLOR QR RACE | 7. MaRRIED [] NEVER MARRIED [-] | 8. DATE OF 
Yi tz y WIDOWED Divorced [] 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during ‘of washer Tite, eves if retired) j a etattél 


ws 


12. CITIZEN OF WHAT COUNTRY? 


"OE R'S NAME 14, MOTHER'S MAIDEN NAME a” 
a 
2 wv. 


GCLlLF flee] 
15. WAS DECEASED EVER IN U. S. ARMED. 
(galince eee 


PRCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT u 
(Yer na. or unknown) 


PART |. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (0) 


("7 « 
4 Lol , / DUE TO 
Conditions, if ony, which (b} 


gove rite 10 immediote 
couse (0}, stoting the ynder- 


lying couse lost. «© 
Pant 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }(o)}19. WAS AUTOPSY 


PERFORMED? 
yes] NO 

200. ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING TC] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 204. (City or town) {County} (tote) 

Hevew ath, white SHEA foctory, street, office bldg., etc.) ! 

p.m 19 [ot work [] ot work (L. i 


p . 5 
21. | certify that | attended the deceased fram, 2) Fate! Va? fo ees that | last saw the deceased 
alive an__ (SAAC ee. 19.5._f-~and/that degth accurred a, 
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i 
B} 
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o 
te) 
= 
3S 
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ZO M, from the cause and an the date stated above. 


ee Wi ADORESS (Siree!, city oF town, stote) DATE SIGNED 
a OOM, ALL t won Margery Ind, LPS" E 


Name ttyes__M.C.Porterfield Hampstead 


Mo. Saat coca 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Zd. LOCATI (Cityr4own, or cour ) ote) 
PRC x 
[3 <) 9-1) Vhepeud 20 Cin tbe p32 
23 JERAL,DIRECTOR'S Sli URE 
Edi) £Y 


‘ADDRESS da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
4 D2 f b 9 
“4 DATE 3 By m- Ahe z 


3 °A nvaune 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
394 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


all 


0; JA2 


8 Dist. No. 
eer 
£3 8 { |, PLACE OF DEATH 2. USUAL RESIDENEE (Where deceased lived. If insltution; Residence before admission) 
e 3 a, COUNTY, 4 ‘ 
25 5 KRowe marviano |} STATE D. cou Ee 
= © ao b, CITY O| TOWN = eutride corporate limit, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If auttide corporate limits, write RURAL and give nearest town) 
c Saale aca ; 
Fd cn D “76 ti~ 7 = I\ xX 
g da aad OF MOSPITAL oR — {If not in hospital, give sireet address) d. STREET ADDRESS «. bapa tic 
i (xe) o A Hi A a fe k yes) No 
2 [AME OF 5 Mi ‘4. DATE x 
cf \ MANE OF is idle 2 Month Day fear 
= veg orp ane AD ae Pe Rr 30 195 
pd 5. tf é EF, ‘OR RACE 7. MARRIED [_] NEVER MARRIED [.]| 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRs. 
iy int baer ee = Min. 
wivowen F— oivorceo OO | Sf p 2, 18 6 mm. 


Wo. a OCCUPATION Gre kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
) | ducing most af working ie even if ratived 
=k 4 
A 


la, at aie RZ re AG Ix 


File poges 1 ond 2 with the registrar priar to’ 


Item 18. Give Pages 1, 2, and 3 ta the funeral director. 


Medical Examiner's Office alang with form PM3. Page 5 may be retained far yaur files. 


Meerae. Wisuneron rer ¢ 
hi iliiaieoad Teai = renner LS 
1 ALE Aer DASLB aR IP. 
18. CAUSE OF DEATH [Enter only one caute per line for (a), (b}, ond (c).] inrenvat eon 
PART |. DEATH WAS CAUSED By. - By 4 
IMMEDIATE CAUSE (0) = aa 
fs K DUE TO 


ions, if ony, which te 
¢ ta immediate couse 

(0), stating the underlying( OVE TO 
couse lost. 3 (a 


PART fl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/19. ae cn 
ee PERFOI 
vs] Not 


20a, ae . CAUSE WAS, 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nol injuty in Port | or Port II af item 18, 

rian r CONTRBUTING SCRIBE HOW INI! {Enter noture af injury in Port | ar Port II af item 18.) 
fTANC ED Bere 

20c. TIME OF INJURY 


Month, Day, Yeor —[20d. INJURY OCCURRED |20e. PLACE OF INJURY Hoes, farm, 120F. (City or town) (County) (State) 
omen, <7 While Not while lory. tree), office bldg. etc.) 5 
i “SO 19S Jor work [ot work BT HOME | We MINSTER CarRRolLh Mp 


21.1 certify That I took charge of the remains described above, held an Autopsy (], Inspection D2. Inquiry (2). and find that 
death resulted from: Natural causes [], Accident [7], Suicide Homicide [[], Undetermined cause [[]. 


Page 3 should be used os o burial-transit permit. 
o 
MEDICAL CERTIFICATION 


iting the ward “pending” 


@ 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 


3 
= vv 
ofa GNI 
2 he = y Mp, CHIEF MEDICAL EXAMINER [] cia 
= “ — 
Sloat ASSISTANT MEDICAL EXAMINER (_] 
ov [oJ 
23s 8 Sh | R i DEPUTY MEDICAL EXAMINER TS 3, / te 
Ewe NAME (Type) NN ‘ 7 Oy 
3 z 2 : lo. BURIAL, oe a SS 7b. DATE THEREOF, Lf ‘OF CEMETERY OR CPEMATORY 22d, LOCATION (City, town, or ay (Stote) 
oe ° fH, 
E "WIA YY SY ADIOS LEMETERT ball D. 


. RAL DIRECTOR'S SIGNAR ‘ADDRESS 24a, REC'D BY REGISTRAR [ 24, REGISTRAR'S SIGHATURE “ 
VS. AISME(S) eG, Vy 
5M 9735 } ‘Seee Cat UROL TMA TM CUTIE apares —() -J A Sb Cn 


$A nvaund ® 


NY 
fy IN aot 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 3 9 43 
3941 CERTIFICATE OF DEATH ne 


a ney i DEATH 2 Sct cae (Where deceased lived. If institution: Residence before admission) 


One MARYLAND °. hy b. COUNTY/S ARP. Oi. 


b. CITY OR ra {If outside corporote limits, write jc, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


URAL ond give ngar waa STE rR 
a 


d. NAME OF HOSPITAL {ff not in hospital, give street 1a? d. STREET ADDRESS e, 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Fd ves [] No Th 


3. NAME OF First Middl 4. DATE Mi Y 
DECEASED ea oe lat jonth Day eor 


{Type or print) /] RD SEATH A PA Py 1S 19.5 
% mn 2 6. = ‘OR RACE |7. gate whe MARRIED [) | ay. OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEARTIF UNDER 24 HRS, 
BE ,| lest birthday) F Months] Days | Hours | Min 
Divorcep [} OSE Lf) yes. ; 
wipowen [2 b WA (a) 
100. i OCCUPATION W kind of work done) 10b. KIND OF BUSINESS OR 0 11. BIRTHPLACE Bio Sr foreign country) 12. CITIZEN OF WHAT COUNTRY? 
fae most of worfing life, even if retired) 
BS EWIF Ja5- 


13. FATHER'S NAME : 14. MOTHER'S MAIDEN NAME 
3 
PD 
L A RIS 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |14 SOG p 17. INFORMANT 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 03944 
’ CERTIFICATE OF DEATH Reg. Dist. No. 7G 


1. PLACE OF DEATH ety bles! RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


0. COUNTY a. STATE b. COUNTY 
Carroll Uae! Maryland Carroll 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY iN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL and give neores! town) 


Rural Westminster ({/ Rural Westminster 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
YE No] 
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DECEASED . OF went ory 
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Retired farme Jaryland 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 03945 
CERTIFICATE OF DEATH Reg. Dist. No. SP . 


a ve Poe (Where deceased lived. if institution: Residence befare admission) 
b. COUNTY 


Dp. ARRDO 


b cary OR TOWN (If, autside corporale limits, write c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest fawn) 
and gi’ 0% 
RA WE ST rans os, || Pv esx WASTPUINSTE IR x 


d. NAME OF HOSPITAL {If not in hospital, give street = d. STREET ADDRESS. e. IS RESIDENCE 
QR INSTITUTION 


ON A FARM? 
fr BD dig ES ves F] No 
Middle 


DECEASED i lost 0A Year 
eve ED GAR MT CITA JEL 57 
5. ms G. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE [In year [IF UNDER 1 YEAR] IF UNDER 3a HRS. 
= Cag ; 
wivowep [{— divorceo Bh Ws, 7 3 Bes Gee ; 
10s. USUAL OCCUPATION as Kind af wark done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign Lan ; 
tone ye most af working life, even if retired) iia 4 


3. 
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papers. 


13. FATHER’ ry NAME 14, MOTHER'S MAIDEN NAME 


MATTHEWHWILHELIG Et FFomE MAN 


15, WAS DECEASED EVER IN U. 5. ARMED FORCES? /16. SOCIAL SECURITY NO. 17. otal oO prem 
es, Vac (lt yes, give wor oF dates of rervice) D iP 
B “LLEW DALEY | D 


TE. CAUSE OF DEATH [Enter only one couse per lie for (el, (B} ond (€).] = 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) [Wie ASA 


DUE TO 


Conditions, if any, which rs KN LA 
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Paer Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. WAS AUTOPSY 


PERFORMED 
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200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port II af item 18.) 
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(IF EITHER, NOTIFY MEDICAL EXAMINER) 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 3 9 4 6 
394 CERTIFICATE OF DEATH PE, aS 


1 Puce Oe DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
iz os b. COUNTY 
MARYLAND 4 Ba 
bole DM tego 4 
b. . OR ar fo outside a limits, write] ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 


pEeey a est AL 


45 19 d UY hat tge oer 


f We fe sari ‘tno not in hospitol, give street address} d. STREET DDRESS. e. 1S RESIDENCE 
OR WUT! ON A 


$ FARM? 
N Len, Lt ea aT ss Sf— yes (] No D4 


3. NAME OF i Middl 4. DATE Y 
as ie ad Te Oy Ye 
jai, Karnern UKAA-D Vn hae Ae: im A 

5. SEX 6 COLOR OR RACE | 7. marRiED(] NEVER MARRIED ([] | 8. DATE me TH peeer® 
e. fot AP Seam 7 cal bd 

v4 WIDOWED J Divorced [J Lo / yrs. 


10a” USUAL OCCUPATION (Give kind of work done] 100. KIND OF wold OR INDUSTRY | 11.“BIRTHPLACE (Stote or er ae country) 12. CJNZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
le A 


LO £4 Tuk 
I 'S NAME 14. MOTHER'S BND Cpceso€ 
C7 
Srey X/ Poteo3 
pie tLe. INU. Baten ‘ARMED FORCES? EraneF SOCIAL SECURITY NO. |17. INFORMANT, ‘Address 
ive or {it yes, give wor or dates of service) VL. 
Bde Wie 


18. CAUSE OF DEATH | ]i6. CAUSE OF DEATH [Enter only one couse per line foro) ‘only one couse per line for, rr BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0! 


dy vil UE TO 


Conditions, if ony, which 
gove rise to immediote 
cote {0}, stoting the under: 
lying couse lost. al 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o]|19. WAS AUTOPSY 
eaek ™ —— a. aT PERFORMED? 


yes] nop 
20a. ACCIDENT W; UNDERLYING E| 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


OR CONTRIBUTING 
(IF EITHER, NOTIFY ICAL EXAMINER) 


202. TIME OF INJURY Month, hee? Yeor ]20d. INJURY OCCURRED | 20e. FLACE OF INJURY (Home, form, | 20F, {City or town) (Stote) 
Hour 0, m. While fee stile rosenrasiceelpoMrce Sia 
p.m, lot work [pat work 


21. 1 certify that 1 attended the deceased, fram/ 2 Ee 8 oie DLL ve lal ae. 1 Zithat | last saw the deceased 
alive on_’ 4 é ae Se wlZ—-s ond ry leath occurred ofl. [_.M, fram the causes and on the date stated abave. 


abe tot OK 


man / ose £ T5400 ddlups/ cad. IL... 
Burie 4/30 Lorraine Park Cem. Woodlawn, Md 
i 24g. REC'D BY REGISTRAR | 24b_REGISTRAR’S SIGNATURE 
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